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The Thought Behind the Gift... 


‘WHAT GIFT DO THEY Go ror ?__.. CIGARETTES ! 
CAMEL ! 


HEN you're thinking of gifts for friends or relatives in service, 
you can bank on this... It’s cigarettes they appreciate... and 
Camel, the smoke they like best.* 

Today, as in the past, Camels are the favored brand of millions and 
millions of Americans. It’s the special mildness of Camels, their 
delightful fragrance, their ever-appealing flavor. 

Camels by the carton... the way your dealer features them... is 
the thoughtful, generous gift. Send Camels today. 





WHAT BRAND DO THEY LIKE BEST ? 





CAMEL — COSTLIER TOBACCOS 
“rth 


BUY WAR BONDS 
AND STAMPS 





With men in the Army, the 
Navy, the Marine Corps, and 
the Coast Guard, the favorite 
cigarette is Camel. (Based on 
actual sales records in Post 
Exchanges and Canteens.) 
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i WAR BULLETINS x 





FIGHTER FAMILIES FRONT 


One of the most recent organizations is the Fighter 
Families Front, abbreviated into the Triple F, whose 
personnel is confined to immediate members of families 
which have husband, father, brother or son in the 
armed forces of this country or on the fighting front. 
It has been established and promoted chiefly by medi- 
cal men closely associated with war service. Each group 
is an independent organization of about half a dozen 
persons, with no paid executives, national or regional 
organization, and nonpartisan. Reasons for these small 
memberships are opportunity of independent action 
to local conditions and absence of other pressure groups, 
but including codperation with similar groups. 

The sole object of this enterprise is to establish un- 
interrupted maximum production and _ transportation 
of war materials for the individuals in whom the mem- 
bers are interested. Thus it is proposed to provide them 
with an abundance of supplies and eventually to return 
them in safety or, in the event of disability or death, 
to continue supplying their comrades with comforts and 
fighting materials. — Editorial, Northwest Medicine, 
April, 1943. 





MEDICAL MEN AT THE FRONT 


Northern Tunisia—May 11, 1943 (By Ernie Pyle to 
The Detroit Free Press): I hope somebody in this war 
writes a book about the medics at the front. They are 
a noble breed. They and the telephone linesmen de- 
serve more praise than I have words for. Their job 
is deadly, and it never ends. Just in one battalion sev- 
eral of the battlefield medics have been killed, and a 
number decorated. 

But noble as it is, it seems to me—and to the doc- 
tors themselves—that our battlefield medical system 
isn’t all it should be. There aren’t enough stretcher- 
bearers in an emergency, and in a recent battle at which 
I was present some of our wounded lay as long as 20 
hours before brought in. 


Medical Tasks in Peaks 


The work of the medics comes in peaks. If they had 
enough stretcher-bearers for all emergencies there 
would be thousands of men sitting around most of 
the time with nothing to do. Yet when an emergency 
does come and there are not enough, it’s an awful thing. 

* * * 


Wounded men have a rough time of it in this 
rocky, hilly country of Northern Tunisia. «It is hard 
enough when you aren’t carrying anything, but when 
two or four men are lugging 200 pounds on a stretcher 


it is almost impossible to keep on their feet. I have 
seen litter-bearers struggling down a rocky hillside 
with their heavy burden when one of them would slip 
or stumble on a rock and fall down, and the whole 
litter would go down, giving the wounded man a bad 
shaking-up. 

Sympathy Maintained 


Litter-bearers sometimes have to carry wounded men 
five miles or more over this rugged country. A bearer 
is just about done in by the time he does that, yet in 
battle he has to start right back again. And some- 
how, even though it gets to be just a miserably tough 
job, I’ve noticed that they manage to keep their sym- 
pathetic feeling for the wounded. 


* * * 


We've heard stories about the Germans shooting up 
ambulances and bombing hospitals, and I personally 
know of instances where those stories are true. But 
there also are stories of just the opposite nature. Many 
of our officers tell me the Germans have fought a 
pretty clean war in Tunisia. They do have scores of 
crafty, brutal little tricks that we don’t have, but as 
for their observance of the broader ethics of war, our 
side has no complaint. 

One battalion surgeon told me of running his am- 
bulance out onto a battlefield under heavy artillery 
fire—whereupon the Germans stopped shelling and 
stayed stopped while he evacuated the dead and 
wounded for eight hours. 

I’ve heard other stories where our ambulances got 
past German machine-gun nests without knowing it 
until the Germans came out and stopped them and, 
seeing they had wounded, waved them on. And so far 
as our doctors know, the German doctors give our 
captured wounded good medical care—as we do theirs 
also, of course. 

ss 

In the last war nerve cases were called “shell shock.” 
In this war they’re called “anxiety neurosis.” About 50 
per cent of our neurosis cases are recoverable, and even 
return to fighting units. 

A large proportion of these cases is brought about by 
complete fatigue, by fighting day and night on end with 
little sleep and little to eat. 

Surgeons sometimes spot neurosis cases that they 
suspect of being faked in order to get out of the 
front lines. Their system is to put these men on 
stretcher-bearer duty—a hard, thankless, dangerous task. 
If they are faking they get well quickly and ask to 
be returned to their regular outfits. 





MICHIGAN DOCTORS OF MEDICINE IN MILITARY SERVICE 
SUPPLEMENTAL ROSTER 


Kalamazoo 
Mmm, GOROME Thin sed ccccccs ck Capt. 





Oakland 


“Ceemmartin, THUG occ. c cc cccsace Lt. 
*Williams, J. B. 


Jour. MSMS 








a ia a a 


arras 


SST uti 


LACTOGEN 


approximates 
women’s milk in the 
proportion of 
food substances 
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d Tue cows’ milk used for Lactogen 75 
F is scientifically modified for infant feeding. This ”™” 
. ° , ay , 6.5 
: modification is effected by the addition of milk fat 60 
. and milk sugar in definite proportions. When ~* 
; : : : . 5.0 
Lactogen is properly diluted with water it results in 45 
a formula containing the food substances—fat, car- “*° 
: ; : 3.5 
; bohydrate, protein, and ash—in approximately the 0 
) same proportion as they exist in women’s milk. 0 
1 2. 
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directions, except to phy- “My own belief is, as already stated, 5 
sicians, For feeding direc- that the oan ae —~ omy — 0 
tions and prescription Sons of the fol suger, and protein DILUTED = MOTHER'S 
lanks, send your profes- in the mixture are similar to those in LACTOGEN MILK 
sional blank to ‘“‘Lactogen human milk.” 
Department,” Nestlé’s Milk John Lovett Morse, A.M., M.D. 
Products, Inc., 155 East Clinical Pediatrics, p. 156. gemeenseaRS Y/Y 
44th St., New York, N. Y. a 
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(An “M” following a name indicates active military service) 
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The art of anatomic illustration en- 
tered a new epoch upon the publi- 
cation of the Tabulae Anatomicae of 
Giulio Casserio (Venice, 1627). This 
female figure is one of Casserio’s 
most beautiful copperplates. 
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THEELIN 
AQUEOUS 
SUSPENSION 


For patients requiring high potencies, and 
for those who do not tolerate oil injections. 


HEELIN AQUEOUS SUSPENSION provides ‘the 

same pure, natural crystalline estrogen as 
Theelin in Oil, and the same effective clinical 
results may be expectéd in the treatment of meno- 
pausal syndrome and other conditions due to 
diminishing estrogenic secretion. Theelin Aque- 
ous Suspension is administered intramuscularly. 
Normal saline solution—no suspending agent—is 
used in preparing this product and the ampoule 
need only be shaken gently before the prepara- 
tion is drawn into the syringe. 


The uniform potency of Theelin is certified by 
the Laboratories of both Parke, Davis & Com- 
pany and St. Louis University. Kapseals Theelol 
(Oral) and Theelin Suppositories (Vaginal) are 
available for maintenance therapy and for use in 
milder hypogonadal conditions. 


THEELIN AQUEOUS SUSPENSION 


l-ce. ampoules, each cc. containing 2 mg. (20,000 
1.U.) of Theeli pended in normal saline solution. 





THEELIN IN OIL 


l-ce. ampoules in strengths up to 1 mg. (10,000 1.U.) 
of Theelin per cc. 





PARKE, DAVIS & COMPANY 


DETROIT, MICHIGAN 
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THE MEAD JOHNSON COLLECTION 
OF PEDIATRIC ANTIQUES 


From a personal hobby enjoyed by the late E. Mead 
Johnson, Jr., the Collection of Pediatric Antiques, il- 
lustrated in the pages of a catalogue just issued, has 
evolved into one of considerable historical importance, 
depicting as it does the progression of infants’ feeding 
vessels from the Greece of twenty-five centuries ago 
down to time within our own memory. 

The Collection has been steadily growing in size and 
scope and is of increasing interest for teaching pur- 
poses via the historical route. The destruction of orig- 
inal sources caused by the war tends to add to the value 
of these objects. 

Hence it is that, by request, the Collection now goes 
on an annual pilgrimate to colleges, hospitals, museums, 
libraries and other institutions of learning. Arrange- 
ments may be made for “stop-overs” upon application 
to the curator. Mead Johnson & Company, Evansville, 
Indiana, U. S. A. 


* * * 


POSTOPERATIVE VITAMIN DEFICIENCIES 


A number of laboratory procedures have been devel- 
oped in recent years to augment the clinical diagnostic 
approach to vitamin deficiency disease, but many of 
them require special equipment and are not easily 
adaptable for routine clinical use. Physicians may ob- 
tain a list of vitamin values of foods and a bibliog- 
raphy of important and generally informative papers 
on vitamins by writing Eli Lilly and Company, In- 
dianapolis. 

oe 


NEW PREPARATION FOR X-RAY VISUALIZATION 


Priodax, a new type preparation in tablet form for 
x-ray visualization of the gall bladder, is being dis- 
tributed by Schering Corporation, Bloomfield, New 
Jersey: Research reports show clearly certain differ- 
ences between Priodax and the several dyes in powder 
form now in use. As a tablet, Priodax can be swallowed 
whole, thus eliminating the obnoxious symptoms asso- 
ciated with powders. Patient reaction and nausea are 
infrequent. Because Priodax contains no _ phenol- 
phthalein, severe diarrhea is rare. Vomiting which often 
follows the use of the older preparations is said to 
occur in less than 3 per cent of the cases who receive 
Priodax. 

Chemically Priodax is beta—(4-hydroxy-3, 5-diiodo- 
phenyl )—alpha-phenylpropionic acid containing 51.5 per 
cent of iodine firmly bound in a stable organic molecule. 
After being absorbed from the enteric canal, the iodine 
molecule passes through the liver and is excreted into 
the gall bladder providing an excellent contrast medium 
for diagnosis x-ray visualization. 

x * x 


MASSIVE DOSES OF VITAMIN D 


To provide massive doses of vitamin D for use in 
the treatment of hypoparathyroid tetany and certain 
types of rickets, E. R. Squibb & Sons, New York, are 
now supplying capsules of Viosterol, each containing 
50,000 U.S.P. units of vitamin D.. The capsules are 
packaged in bottles of 40 and 100. 


* * * 


NEW RESEARCH DIRECTORS NAMED 


Maurice L. Moore, formerly research chemist in the 
Medical-Research Division of Sharp and Dohme, Inc., 
has joined the Scientific Laboratories of Frederick 
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Stearns & Company, Detroit, Michigan, as Director of 
Organic Research. 

Maurice L. Tainter, M.D., professor of pharmacology 
at Stanford University, and also professor of phar- 
macology and head of the division of physiological s¢j- 
ences, College of Physicians and Surgeons, San Fran- 
cisco, California, has been named research director of 
the Winthrop Chemical Company, Inc., according to an 
announcement by Dr. Theodore G. Klumpp, president. 





SOCIAL INSURANCE IN THE UNITED STATES 


1. What are some forms of social msurance in the 
United States? 


(a) Federal government: Old age and survivors’ jn- 
surance and unemployment insurance under the So- 
cial Security Act; war risk insurance; old age pen- 
sions and unemployment insurance under the Rail- 
road Retirement Act and Railroad Unemployment 
Insurance Act. 

(b) State: Several states have workmen’s compensa- 
tion funds; Rhode Island recently enacted a sickness 
benefit law. 

(c) Insurance companies: Life insurance and annv- 
ities; accident and health insurance; workmen’s 
compensation insurance; hospital insurance; auto 
liability. 

(d) Cooperative insurance (employee benefit associa- 
tions and labor unions): Life insurance and acci- 
dent and sickness benefits. 

(e) Hospital associations (Blue Cross): Hospital serv- 
ice. 

(f) Medical associations: Medical and surgical care. 


2. What is the history of compulsory social insur- 
ance legislation in the United States? 


In 1916 and later, bills were introduced in several 
states proposing compulsory state health insurance (so- 
cialized medicine and cash benefits). 

Attempts were made in the 1920’s to establish state 
old age pensions and unemployment insurance. 

The “Committee to Study the Costs of Medical Care” 
in 1927 made a report based on a survey of public 
health, medical expense, and loss of wages due to ill- 
ness. 

President Roosevelt in 1933 appointed a “Committee 
on Economic Security” to draft the present Social Se- 
curity Act. The original draft included the recommenda- 
tion of provisions for disability (accident and sickness) 
coverage. 

The Social Security Act was enacted into law in 1935 
and amended in 1939. 

In 1938 an “Interdepartmental Committee to Codrdi- 
nate Health and Welfare Activities,’ which had been 
appointed by President Roosevelt, made a report ask- 
ing for the extension of the Social Security Act to in- 
clude compulsory health insurance. 

1939-1940: Wagner and Capper Bills introduced in 
Congress providing for Federal health insurance. 

1942: Eliot Bill introduced in Congress providing for 
extension of Social Security Act to include disability 
(accident and sickness) benefits and _ hospitalization 
benefits—Insurance Economics Society of America, Chi- 
cago. 
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Antiseptic and Germicide with a New Chemical Structure 


ZernmraN CHLORIDE is 4 mixture of 
high molecular alkyl-dimethyl-benzyl- 
ammonium chlorides, and represents a 
new concept of bacterial destruction 
on the basis of a cationic detergent. 

Welch and Brewer* state that the 
protective action of the blood plays an 
important role in infection, and the in- 
discriminate application of antiseptics 
which destroy this function at dilutions 
which cannot destroy bacteria is a 
harmful practice. 


WINTHROP CHEMICAL COMPANY, INC. SUCCESSOR 
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Though a very potent germicide and 
according to their studies capable of 
destroying Staphylococcus aureus in a 
concentration of 1:6,250 in 10% serum, 
they found ZEPHIRAN CHLORIDE non- 
injurious to the delicate phagocytic 
mechanism of the white blood cell in 
concentrations up to 1: 3,000.Expressed 
in terms of the toxicity index, ZEPH- 
IRAN CHLORIDE was rated as 0.48 
whereas alcohol was shown to have 
a toxicity index as high as 7.5, 


/ ® 
Les Siren CHLORIDE . . . Germicide for Surgery, Obstetrics and Gynecology, 


Urology, Dermatology, Eye, Ear, Nose and Throat, Sterile Storage of Instruments 


*Welch, H., and Brewer, C. M.,: The Toxicity-Indices of Some 
Basic Antiseptic Substances, Jl. of Immunology, Jan., 1942, 
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Say you saw it in the Journal of the Michigan State Medical Society 





Brand of Benzyl-Trialkonium Chloride *. 




















DISTINCTIVE ADVANTAGES OF 


Zephiran CHLORIDE 


@ DETERGENT PROPERTIES 
@ A WETTING AGENT 

@ HIGH TISSUE TOLERANCE 
@ PENETRATION ABILITY 
@ RAPID ACTION 

@ EMOLLIENT EFFECT 

@ WIDE APPLICATION 

@ ECONOMY 












NEW YORK, N. Y. 
WINDSOR, ONT. 
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COUNTY MEDICAL SOCIETY MEETINGS 


Berrien—May 11, 1943, Mercy Hospital—Speaker : 


A. S. Giordano, M.D. 


Genesee—April 27, 1943, Elks Temple—“The Differen- 
tial Diagnosis and Management of Hypertension” was 
discussed by Gordon B. Myers, M.D. “The Indications 
for and the Use of Plasma Transfusions” by John W. 
Hirshfeld, M.D, Drs. Gordon B. Myers and John W. 
Hirshfeld followed with a clinical dialogue on “The 
Newer Concepts in the Diagnosis and Management of 
Diseases of the Liver.” 

May 11, 1943, Elks Temple—Speakers and Subjects: 
“Recent Advances in Immunization Procedures” by 
Franklin Top, M.D. “Recent Advances in Obstetrics” 
by Robert B. Kennedy, M.D. “The Diagnostic Signif- 
icance of Pain.” Panel discussion by Drs. Carl G. 
Heller, Russell T. Costello and Charley J. Smyth. 


Gratiot-I sabella-Clare—April 23, 1943, Park Hotel— 
Rep. T. Jefferson Hoxie discussed “Legislation of In- 
terest to the Medical Men.” 


Hillsdale—April 13, 1943—Speaker: Charles F. Mc- 
Khann, M.D., discussed “Nutritional Problems.” 

May 11, 1943—Speaker: Marguerite Hall, M.D., Sub- 
ject: “Medical Measurements.” 


Ingham—May 6, 1943, Ninth Annual Clinic, Hotel 
Olds, 175 attended Clinic and Dinner—Speakers and 
Subjects: “Management of Heart Disease and Its Re- 
lation to Employment,” round table discussion led by 
Drs. Don C. Sutton and Nathan Smith Davis, III, both 
from Chicago, Illinois. “Dislocations and Their Com- 
plications” by James J. Callahan, M.D., Chicago, IIli- 
nois. “Differential Diagnosis of Cerebral Irritation” by 
John A. Toomey, M.D., Cleveland, Ohio. “Tropical 
Diseases” by Col. Walter B. Martin, Battle Creek, Mich- 
igan, “The Doctor in the War,” by Lt. Col. Harold C. 
Lueth, Chicago, Illinois. 


Tonia-M ontcalm—April 20, 1943, Ionia State Hospital 
—Speaker: Norman Westlund, M.D., spoke on “Emo- 
tional Factors in Physical Illness.” 


Jackson—April 20, 19443, Hotel Hayes—Speakers and 
Subjects: “Differential Diagnosis and Management of 
Hypertension” by Gordon B. Meyers, M.D. “Indica- 
tions for and the Use of Plasma Transfusions” by John 


W. Hirshfeld, M.D. 


Kalamazoo—April 20, 1943, Bronson Hospital—Speak- 
ers and Subjects: “Recent Advances in Immunization 
Procedure” by Franklin Top, M.D., Detroit. “New 
Drugs of Analgesic and Anesthetic Value in Obstetrics” 
by Harold Henderson, M.D., Detroit. “Diagnostic Sig- 
nificance of Pain,” panel discussion led by Drs. Carl G. 
Heller, Russell T. Costello and Charles J. Smyth. 

April 22, 1943, Bronson Hospital—Speakers and Sub- 
jects: “Differential Diagnosis and Management of Hy- 
pertension” by W. L. Lowrie, M.D. 
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“The Indications 


and Use of Plasma Transfusion” by Lawrence B. Fal- 
lis, M.D. “The Newer Concept in the Diagnosis and 
Management of Diseases of the Liver,” panel discussion 
led by Drs. John G. Mateer, Fallis and Lowrie. 


Kent—May 11, 1943, Browning Hotel—Speakers and 
Subjects: “The Differential Diagnosis and Management 
of Hypertension” by H. H. Riecker, M.D. “The In- 
dications for and the Use of Plasma Transfusions” by 
J. Matthews Farris, M.D. “The Newer Concepts in the 
Diagnosis and Management of Diseases of the Liver.” 
Clinical dialogue by Drs. H. H. Riecker and J. Matthew 
Farris, 


St. Joseph—April 20, 1943, Hotel Elliott—Speaker: 
Hazel Prentice, M.D., spoke on “Pathology.” 


Washtenaw—May 11, 1943—Speakers and Subjects: 
“Recent Advances in Immunization Procedures” by 
Charles F. McKhann, M.D. “Recent Advances in Ob- 
stetrics’ by Norman F. Miller, M.D. “The Diagnostic 
Significance of Pain,” panel discussion led by Drs. R. H. 
Freyberg, Russell N. DeJong and R. H. Lyons. 


Wayne—April 19, 1943, Art Institute Lecture Hall— 
Speakers and Subjects: “Glandular Failure in Men” by 
Carl George Heller, M.D. Preceding the meeting Frank 
W. Hartman, M.D., presented a pathological demonstra- 
tion. 

May 3, 
Meeting. 


1943, Art Institute Lecture Hall—General 





q Au worth while laboratory exam- 
inations; including— 


Tissue Diagnosis 

The Wassermann and Kahn Tests 
Blood Chemistry 

Bacteriology and Clinical Pathology 
Basal Metabolism 

Aschheim-Zondek Pregnancy Test 


Intravenous Therapy with rest rooms for 
Patients. 


Electrocardiograms 


Central Laboratory 


Oliver W. Lohr, M.D., Director 


537 Millard St. 
Saginaw 
Phone, Dial 2-3893 
The pathologist in direction is recognized 


by the Council on Medical Education 
and Hospitals of the A. M. A. 
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Nasal Allergy* 


By George E. Shambaugh, Jr., M.D. 
Chicago, Illinois 


A.B., Amherst College, 
1924; M.D., Harvard Medi- 
cal School, 1928. Chairman, 
Dept. of Otolaryngology, 


Rush Medical College, 1938- 
41; Associate Professor of 
Otolaryngology, Univ. of Iil., 
1941; Consultant in Otology, 
Municipal Contagious Disease 
Hospital, Chicago, 1934-41; 
Assistant Professor of Oto- 
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University Medical School, 
1942 at present. 





The normal defense mechanisms of the nose and 
sinuses are sufficient to result in complete clearing 
of a great majority of all acute infections, if the 
tissues are put to rest. The chronicity of infections 
in the nose or sinus are due either to the type of 
infecting organism, usually anaerobic, or to an un- 
derlying allergy. 

The majority of chronic sinus infections are due 
to a combination of infection and underlying allergy. 
Differentiation of the two types of chronic sinusitis 
is possible since each type has certain characteristics. 
These characteristics will be described and the diag- 
nosis and treatment of the underlying allergic factor 
will be discussed. The best therapeutic results are 
when both the infection and the allergic factor are 
treated simultaneously. 


™" CHRONIC nasal and sinus infections make up 

a considerable part of the office practice of 
otolaryngology, and one of the most unsatisfac- 
tory parts as far as the results of therapy are 
concerned. Hyperesthetic rhinitis, catarrhal rhi- 
nitis, hyperplastic rhinitis and certain cases of 
chronic sinusitis are all characterized by their 
tendency to chronicity and recurrence in spite of 
prolonged local therapy and repeated surgery. 
The failure to produce complete and permanent 
cure by local therapy in this large group of cases 
has led to a study of the underlying etiologic 
factors responsible for the chronicity of these 





. *Read at_the Seventy-seventh Annual Meeting of the Mich- 
igan State Medical Society in Grand Rapids on September 25, 
1942, 
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conditions. We are finding that an underlying 
allergy is perhaps the most important of these 
etiologic factors. The fact that allergy may 
cause non-seasonal year around symptoms as well 
as seasonal hay fever, is not new. What is rela- 
tively new is the idea that an underlying allergy 
can cause a chronic suppuration in the sinuses, 
often without the sneezing and watery discharge 
characteristic of an allergic reaction. My aim is 
to present to you in a simple and practical way 
the methods of diagnosis of nasal allergy that 
have produced results in my hands. At the end 
I shall pass out mimeographed copies of the 
various diets, record cards and techniques that I 
use. 

Cases of chronic sinusitis can be rather sharp- 
ly and accurately differentiated into two varie- 
ties. This distinction is of fundamental impor- 
tance in determining the underlying cause for 
the chronicity of the infection, and in obtaining 
therapeutic results. The first variety we may call 
the pure infection chronic sinusitis, for in these 
cases the chronicity is due to the type of the in- 
fecting organism rather than to any underlying 
systemic factor. The second variety is called the 
allergic chronic sinusitis. In this group the 
chronicity is due to the underlying nasal allergy 
which, by its recurring or persisting edema of 
the mucosa prevents the sinuses from draining 
and the infection from clearing. 

Superficially both types of chronic sinusitis ap- 
pear similar, in that both have pus in the sinuses, 
and in the past no clear distinction was made be- 
tween them. However, if we study our cases 
of chronic sinusitis closely we will find that they 
fall into two groups each having certain charac- 
teristics by which it can be clearly and definitely 
differentiated from the other (Table I.). Some- 
times, to be sure, we encounter a case of chronic 
sinusitis which is not easily classified, and con- 
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TABLE I. 





PURE INFECTION CHRONIC SINUSITIS 


ALLERGIC CHRONIC SINUSITIS 














Comparative 
30% (or less) 70% (or more) 

Frequency 

Etiology Anaerobic type of streptococcus Infection with staph or strep secondary to 

chronic allergic edema with impaired drainage. 

Onset (a) Follows an abscessed upper molar tooth | Insidious or may date from an ordinary head 
(b) Follows a severe upper respiratory infec- | cold. 

tion such as scarlet fever 

Sinuses Maxillary most often. Tends to be confined | Ethmoid sinus most often involved. Tends to 

Involved to one side of the nose be bilateral and to involve all of the sinuses 

more or less. 

Nasal Unchanged except at the sinus ostium where Same changes as in the sinuses: edema, poly- 

Mucosa it is inflamed and may be hypertrophied. poid changes, excessive secretion of mucous. 

Symptoms Minimal: scant post-nasal discharge. Occa- | Maximal: nasal blocking, sneezing, coughing. 
tional foul odor, rarely headaches. ; Systemic | Profuse muco-purulent nasal and post-nasal 
symptoms frequent: arthritis, neuritis, etc. discharge. Headaches frequent and_ severe. 

Fatigue, lassitude and sometimes G. I. symp- 
toms. 

ee Epithelium normal. Subepithelial connective | Epithelium desquamating, increased number of 

M nes tissue slightly thickened with infiltration with | gobletcells, basement membrane _ thickened. 

Mucosa plasma cells and polymorphonuclear leukocytes | Edema of subepithelial connective tissue, 

infiltrated with eosinophiles in addition to 
plasma cells and polymorphonuclear leuko- 
cytes. 

Irrigati — oer , ; 

rrigation Liquid pus, often very foul Gelatinous or tenacious mucopus. 

Cytology ’ ; , ; 

of Pus Neutrophiles only Few to many eosinophiles mixed with the 

neutrophiles. 

Treatment Irrigations may effect a cure, but ventilation Remove the allergic factor and the infection 
usually required by means of a window oper- | tends to clear up, or responds rapidly to a 
ation. few irrigations or to surgery. 

Prognosis Excellent. Once cleared does not recur. Poor if allergic factor is untreated. Good if 

allergic factor is removed and the infection 1s 
treated simultaneously. 











siderable observation and study may be required 
before we can say definitely that there is or is 
not an allergic factor underlying the chronic 
infection. 

The essential difference between the pure in- 
fection and the allergic sinusitis is seen in the 
gross and microscopic changes in the mucous 
membrane, for remember that in chronic sinus 
infections the disease is fundamentally of the 
lining mucosa. Rarely is the bone involved and 
then only secondarily to an acute exacerbation. 

In the pure infection chronic sinusitis the mu- 
cous membrane of the sinus appears inflamed 
and moderately thickened, but without much 
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edema, and as a rule without polypoid changes. 
Microscopically the columnar ciliated epithelium 
is intact, the subepithelial connective tissue 1s 
densely infiltrated with round cells and plasma 
cells, with a few neutrophilic lymphocytes, but 
without eosinophiles. There is little edema, and 
the thickening of the membrane is largely due to 
fibrous tissue increase and cellular infiltration. 

In the allergic chronic sinusitis the mucous 
membrane of the sinus appears pale, markedly 
edematous, tremendously thickened and thrown 
into polypoid folds. Microscopically the epithe- 
lium is filled with mucous secreting goblet cells 
and is often desquamating. The subepithelial 
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connective tissue is extremely edematous, and is 
infiltrated with a few round cells and plasma 
cells and many eosinophilic leukocytes which 
may be seen migrating through the basement 
membrane and epithelium into the lumen of the 
sinus. 

Of great importance and significance is the 
fact that the pathologic changes in the pure in- 
fection sinusitis are confined to the affected sinus 
or sinuses, the other sinuses, usually on the op- 
posite side of the nose remaining completely nor- 
mal. The nasal mucosa is also perfectly normal 
except in the immediate vicinity of the sinus 
ostium where there may be inflammation and 
hypertrophy, sometimes with localized polypoid 
changes. 


In the allergic sinusitis on the contrary, the 
edema of the mucosa involves not only all of the 
sinuses to some degree, even those that are not 
actively suppurating, but also the nose and even 
the bronchi. It is a mistake to attribute asth- 
matic bronchitis to the accompanying sinusitis, 
or vice versa—both are the result of the under- 
lying allergy which affects all the respiratory 
mucosa. This same underlying allergy may cause 
a recurrence of the sinus infection after the 
most radical surgery, once the sinus mucosa has 
had time to regenerate. The chronicity of the in- 
fection in allergic sinusitis is due to the under- 
lying allergy. If the offending substance can be 
discovered and removed the infection tends to 
clear up spontaneously, or it will clear up com- 
pletely and permanently with appropriate treat- 
ment. However, as long as the allergy remains 
undetected and untreated the infection tends to 
persist or to recur in spite of prolonged treat- 
ment and many operations. 


The cred‘t for directing our attention to the 
underlying allergic factor in chronic nasal and 
sinus infections belongs to Dr. French Hansel of 
St. Louis. Primarily a rhinologist, Hansel was 
dissatisfied with the results of the usual treat- 
ment of these cases, and he began to make his 
own allergic studies, with a great improvement 
in his therapeutic results. The reason for his 
improved results is simple. The average patient 
cannot afford the time and expense of repeated 
visits to an allergist and a rhinologist for his 
chronic nasal trouble, and he will neglect either 
the one or the other. To obtain the best results 


both the infection and the allergy must be treated 
The only practical method of 


simultaneously. 
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obtaining this is, I believe, for the rhinologist to 
become his own allergist. 


The proof of nasal allergy depends, in the last 
analysis, upon the therapeutic test. If removal 
of a specific substance relieves the symptoms, and 
exposure to the substance then produces the 
symptoms, and if it does not produce symptoms 
in the normal individual, then we know that the 
patient is allergic to this substance, that is, he 
reacts abnormally to it. The term allergy means 
“altered reactivity.” The whole conception of 
allergy and our knowledge of it is relatively 
new. It is one of the rapidly advancing frontiers 
of medicine. There are still those who would 
like to disregard its existence or to minimize its 
importance because they have not taken the 
trouble to learn about it. 


Nasal allergy is produced by two kinds of 
substances: by inhalants such as pollens, house 
dust and animal danders, or by ingestants such 
as foods and drugs. The skin tests, scratch or 
intradermal, are of considerable help in the diag- 
nosis of inhalant allergies, but these tests must 
be regarded as an aid to diagnosis rather than as 
the means of diagnosis, for we frequently ob- 
serve a strongly positive skin test without clinical 
symptoms, and occasionally a negative skin test 
with definite clinical symptoms for that sub- 
stance. Again I repeat that the diagnosis of an 
allergy can be made only by the therapeutic test. 
There has been too much dependence upon the 
skin tests, particularly in food allergies, for 
whereas the skin tests help in the diagnosis of 
the majority of inhalant allergies, they are 
much less reliable in the discovery of food al- 
lergies. The diagnosis of food allergy depends 
for the most part upon careful clinical observa- 
tion and experiment using various elimination 
diets. 


The first step in the diagnosis of nasal allergy 
is to differentiate the allergic from the non- 
allergic nasal and sinus disease. Cytologic ex- 
amination of the nasal smear for eosinophiles is 
a valuable aid, but here again the nasal smear 
must be regarded as an aid and not as the means 
of diagnosis, for sometimes repeated nasal 
smears are necessary before eosinophiles can be 
demonstrated in a case of proven nasal allergy. 


The allergic history is a great help in the de- 
tection of the allergic substance. In my experi- 
ence the history is more valuable than the skin 
tests, particularly in the case of food allergies. 
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Nasal symptoms that begin the middle of Au- 
gust and end with the first frost are probably 
due to sensitivity to ragweed pollen. Nasal symp- 
toms that begin in May or June and last until 
frost are usually due to the mold Alternaria. On 
the other hand nasal symptoms that develop dur- 
ing the winter, clear up in the summer and recur 
again when the steam heat is turned on the next 
winter are nearly always the result of house dust 
sensitivity. Nasal symptoms that continue the 
year around without change, and especially when 
associated with headaches and gas after eating, 
are probably due to food allergy. 

The methods used for the diagnosis and treat- 
ment of nasal allergies and the results obtained 
can best be illustrated by some specific case 
reports. 


Case Reports 
House Dust Sensitivity 


Mrs. G. G., aged thirty-three. Asthmatic cough, 
sneezing, complete nasal blocking and watery nasal 
discharge since childhood, worse when exposed to 
house dust. For three months she had been miserable, 
unable to sleep because of the severe cough, unable 
to breathe at all through the nose. Local nasal treat- 
ments elsewhere were of no benefit. House dust ++, 
feathers +=, given 0.05 c.c. 1:100,000 dust with almost 
complete relief, complete after three more injections. 


Dr. R. C. G., aged fifty. Sinus trouble since a child 
with turbinectomy, ethmoidectomy, removal of polyps 
and repeated irrigations of maxillary sinus. Better in 
summer, worse in winter. Intradermal dust test, ++. 
After three injections 0.05 of a cubic centimeter, 0.1 
c.c. and 0.2 cc. of a 1:100 solution, complete relief 
from all symptoms for three weeks, then recurrence. 
Advised to continue shots; complete relief. Nasal 
polyps which nearly filled nasal passages completely 
disappeared. One and one-half years later returned 
with nasal blocking, polyps and excessive thick mucus. 
0.05 c.c. 1:10,000 dust increased gradually to 0.1 c.c. 
1:1,000 with complete relief and polyps gone. To con- 
tinue 0.1 c.c. 1:1,000 every three weeks as maintenance 
dose. 


Miss C. E., aged twelve. Chronic productive cough 
and chronic nasal blocking and mucopurulent discharge 
since age of four with three attacks of pneumonia. 
Treated for four years by window operation on maxil- 
lary sinus, nasal packs, displacement suction of ‘the 
ethmoid and irrigation of the maxillary sinus but 
nearly always pus was obtained from the antrum and 
ethmoid, and the nasal mucosa was boggy and swol- 
len. Purulent bronchitis treated by repeated broncho- 
scopic aspirations. Allergy first suspected when sev- 
eral months in a convalescent camp resulted in com- 
plete disappearance of all symptoms but a recurrence 
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within three weeks after returning home. Intradermal] 
test with house dust negative. Because of history, given 
injections of house dust extract with prompt and 
lasting relief on a maintenance injection once a month 
for two years. 


Mr. M. A. R., aged fifty-three. Sinus trouble for 
many years with operation on frontal sinus thirty-three 
years ago. Postnasal discharge, nasal blocking and 
frontal headaches. Ephedrine spray gives partial re- 
lief. Treated by displacement suction of the ethmoid 
with temporary improvement for four years. Then 
noted that on a western trip symptoms entirely dis- 
appeared for three weeks but recurred a few weeks 
after return home. Intradermal test to dust negative 
but noted that exposure to dust increased his symp- 
toms. Treated with dust extract injections with com- 
plete relief: “felt as well as out west.” 


Miss D. H., aged twenty-three. Asthma since age 
of twelve with nasal blocking, sneezing and excessive 
mucoid discharge. Treated by two well-known aller- 
gists without relief. Intradermal test to autogenous 
house dust +++-+. Given 1:100,000 dilution begin- 
ning with 0.05 cc. Within three weeks asthma and 
nasal symptoms better than for many years and two 
months later no asthma as long as she remembers to 
take dust shots. 


Allergy to Food 


Dr. M., aged fifty-nine. Bilateral purulent nasal dis- 
charge and blocking with headache for three months 
following influenza. Also severe, cramplike abdominal 
pains. Intradermals on common foods and dust nega- 
tive but recalls that never liked milk and that cream 
sometimes caused diarrhea. Omitted milk, cream and 
cheese and within twenty-four hours all symptoms had 
completely cleared. 


Miss R. M. (daughter of Dr. M.), aged twelve. 
Stuffy nose with excessive thick mucoid discharge as 
long as she remembers. For eight years periodic head- 
aches with vomiting. For six months profuse purulent 
nasal discharge. Intradermals to common foods and 
dust negative except for milk which was two plus. 
Milk, cream and cheese omitted. Complete relief with- 
in one week. No recurrence. 


Mr. J. D. M., aged thirty-seven. Sinus trouble for 
fifteen years with nasal blocking and purulent nasal 
and post-nasal discharge and headache. Pus coming 
from all sinuses with polyps. Septum straightened, 
ethmoids opened, polyps removed followed by irriga- 
tions of antra and displacement suction of ethmoids 
one to two times a week for one and one-half years. 
Intradermals: chocolate +. Omitted chocolate with 
complete freedom from all symptoms within three 
days. Six months later ate large piece of chocolate. 
Within twenty-four hours had severe sore throat with 
temperature of 104 degrees and acute symptoms of 
otitis media. No nasal symptoms. 
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Miss B. McH., aged twenty-four. Constant mild sore 
throat, nasal blocking and fatigue. A year later acute 
suppurative maxillary sinusitis lasting six weeks. Two 
years later complained of pains around eye and 
cheeks, blocked nose, purulent nasal and postnasal 
discharge. Has been present off and on for eight 
years. Sinus irrigated at intervals for several months. 
Two years later: increased blocking and purulent dis- 
charge. Intradermals: Wheat +, chocolate and coffee 
+. Omitted these with complete relief until one eve- 
ning ate chocolate and coffee. Recurrence for twenty- 
four hours. Had noted that “starches” disagreed with 


nose. 


Mrs. C., aged thirty-six. Nasal stuffiness and thick 
discharge since childhood. Sinus trouble for eight 
years with headache, purulent discharge, sneezing and 
blocking. Worse in winter. Relieved by trip to Ari- 
zona. Dust ++, wheat, ++ chocolate, +, onion +=, 
tea ++-+. Complete relief by dust injections and 
omitting foods, more complete than by trip to Arizona. 
Nose freer from stuffiness than at any previous time. 


Mr. R. M., aged fifteen. Nasal blocking for two 
years with excessive clear thick mucus. Has had to 
give up all sports. Large amount of green mucopus 
washed from both antra. Eosinophiles +-+-+. Drinks 
more than one quart of milk a day. Omitted milk 
with complete clearing of all symptoms in two weeks. 
Resumed milk and that night had nasal blocking. 


Reviewing a series of 102 consecutive patients 
with chronic nasal or sinus disease, I found that 
half were classed as chronic rhinitis with com- 
paratively little sinus involvement, and half were 
diagnosed as chronic rhinitis. The proportion in 
each group showing a definite allergic factor was 
as follows: 


Allergic No allergic 

factor proved factor proved 
Ce SD iis reaacdecn sae 43 8 
ee eer 36 15 


In conclusion, the points which I wish to bring 
out are: 

1. An allergic factor is present in the major- 
ity of chronic nasal and sinus infections. 

2. If the allergic factor is found and removed, 
the nasal or sinus infection tends to clear spon- 
taneously or with a few treatments, and does not 
tend to recur. If the allergic factor is overlooked, 
the condition tends to persist or recur in spite 
of prolonged local treatment and repeated sur- 
gical procedures. 

3. The best results in chronic nasal and sinus 
disease will be secured only when the rhinologist 
becomes his own allergist, for both the allergic 
factor and the secondary infection must be treat- 
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ed simultaneously by the same person to ob- 
tain the optimum results. 


4. The diagnosis of an allergy must be based 
on the therapeutic test: relief from the symp- 
toms when the substance is removed, and recur- 
rence of the same symptoms when exposed to 
the substance. The history, the skin tests and 
the nasal smear must be regarded as aids but 
not the means to diagnosis. 


5. The discovery of inhalant allergies is great- 
ly helped by the skin tests, whereas food allergies 
are less likely to be discovered by skin tests and 
require the use of an elimination diet. 


6. House dust sensitivity is the most frequent 
single cause for chronic nasal and sinus disease. 
Treatment with very small doses of a very dilute 
extract will give better results than the large 
doses customarily used. 


7. Chronic sinusitis can be sharply and ac- 
curately differentiated into two definite and dis- 
tinct varieties, the pure infection sinusitis and 
the allergic sinusitis, each with its own histo- 
logic changes, each with its own clinical charac- 
teristics, and each requiring a different therapeu- 
tic approach. If this differentiation be made with 
care the results of therapy in chronic sinus dis- 
ease will be satisfactory in the great majority of 
cases. 
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Most fractures of the acetabulum carry a very guard- 
ed prognosis. 


x * x 
The knife-like pain accompanying metatarsalgea is 
often relieved by a metatarsal bar. 


* * x 


Intertrochanteric fractures of the hip can be very 
successfully plated and thereby spare the patient the 
necessity of immobilization in a cast. 


* * * 


In treating supracondylar fractures of the elbow in 
children, it is wise to check the circulation in the 
fingers every hour for two days so as to avoid a 
Volkmann’s contracture. 


* * * 


Elderly patients having severe hypertrophic arthritis 
of the knee may be benefited by removal of the patella. 


—EuceneE W. Secorp, M.D., Detroit. 
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Women tend to assume full responsibility for their 
inability to become pregnant and most scientific papers 
dealing with this problem have been entitled “Female 
Sterility.” However, the term “Barren Marriages” 
is more appropriate because it emphasizes the mu- 
tual responsibility of both the husband and the wife 
in their failure to have children. The majority of 
barren marriages result, not from a single cause in 
one spouse, but from a multiplicity of factors in both; 
some may seem trivial but, added together, they are 
sufficient to prevent conception. Successful manage- 
ment, therefore, depends on adequate examination of 
both the husband and the wife, followed by sys- 
tematic elimination of every contributing factor from 
each of them. ; 

This presentation, first, enumerates the essentials 
of a diagnostic study which will reveal most factors 
that contribute to a couple’s infertility. It then 
deals with the accepted apnoea od treatment for the 
contributing causes which occur in women. 


® ManaceMENnt of Barren Marriages will be pre- 

sented from the viewpoint of a gynecologist. 
This is a practical approach to the problem, since 
it is the wife who first seeks advice, when she 
fails to become pregnant. 

It is amazing that women should accept full 
responsibility for their failure to conceive and is 
equally inconsistent that scientific papers dealing 
with this problem are usually entitled “Female 
Sterility.” The term, female sterility, implies 
that the husbands of these women are usually 
fertile; this is far from true. In fact, forty per 
cent of husbands must either share, or accept full 
responsibility for a childless union. In a series 
of twenty-five barren women who were under ob- 
servation recently, only two of the husbands pro- 
duced normal semen. A husband must not be 
absolved from responsibility for his wife’s failure 
to become pregnant simply because his semen 
contains some actively motile spermatozoa. 


*From the Department of Obstetrics and Gynecology, North- 
western University Medical School, and the Gynecologic Service 
of Passavant Memorial Hospital. Presented before the General 
Assembly of the Michigan State Medical Society, Grand Rapids, 
September 23, 1942. 
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To call these women sterility problems is in- 
appropriate for other reasons. There are few in- 
dividuals, either men or women, who should be 
considered absolutely fertile and, conversely, a 
very small percentage of them are absolutely 
sterile. Human beings, at best, are only rela- 
tively fertile; otherwise women would become 
pregnant every time they are exposed. Un- 
doubtedly there are varying degrees of relative 
fertility even though there is no scale by which 
relative fertility can be measured, e.g.: Many 
couples, where both the husband and the wife 
must be of high fertility, have no difficulty in 
achieving pregnancies as promptly and as fre- 
quently as they wish; other couples, in which 
one spouse is apparently normally fertile and 
the other only moderately fertile, have children 
—but it may be months before the wife becomes 
pregnant. On the other hand, the marriage of 
individuals who are both of low fertility, is likely 
to result in a childless union. Occasionally such 
childless marriages are terminated by divorce; 
subsequently each may remarry and both may 
achieve pregnancies through the second marriage. 
Such phenomena could be explained on the basis 
of each new spouse being an individual of high 
fertility. 

Consequently, “Barren Marriage” is a much 
more appropriate title for this problem; it em- 
phasizes the mutual liability of both parties in 
the wife’s failure to conceive. Furthermore, the 
majority of barren marriages do not result from 
an absolutely sterility either in the husband or 
the wife; there are instances of relative infertility 
brought about not by a single cause in one spouse, 
but by a multiplicity of factors in both of them; 
some of these causes may seem trivial but, added 
together, they are sufficient to prevent conception. 
Success in the relief of barrenness, therefore, de- 
pends on thorough examination of both the hus- 
band and the wife, followed by systematic elimi- 
nation of every contributing factor from both of 
them. Only in this way can the relative fertility 
of the wife be improved. 


Diagnostic Studies 


The gynecologist, or the physician whom the 
wife first consults, is obligated to make a diag- 
nosis, i.e., to discover all factors which have con- 
tributed to the barrenness of her marriage. He 
must not jump at conclusions and he dare not 
take anything for granted. His examination must 
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be thorough and should include (a) a complete 
general physical survey, (b) a search for gross 
abnormalities in the female generative tract, 
(c) an evaluation of the male factor, (d) study 
of the uterine cervix, (e) testing of the fallopian 
tubes for patency, and (f) an investigation of 
the endocrine system. 


A Complete General Physical Survey.—At her 
first visit the wife is subjected to a general physi- 
cal examination ; blood counts are made and urine 
is analyzed. At this time one should also attempt 
to evaluate the function of the glands of internal 
secretion, from the history, her height, weight 
and body configuration, together with the distri- 
bution of fat and hair. It may at once be appar- 
ent that a basal metabolic rate is indicated. 


Gross Abnormalities in the Female Genitalia.— 
The lower genital tract is searched for infection 
—leukorrheal discharges, especially those result- 
ing from cervicitis, are of considerable impor- 
tance. The reaction of vaginal and endocervical 
secretions is easily ascertained with nitrazene 
papers. Normal cervical secretions are alkaline, 
the pH is 7 to 7.5; the healthy vagina is acid, 
the pH is 4 to 4.5. The cervix is not only in- 
spected but its canal is also tested with cervical 
dilators to be sure that it is adequately patent. 


The size of the uterus is significant. Hypo- 
plasia may be suspected either from scantiness 
of menstrual flow, the presence of an elongated 
small cervix with tiny external os, or from the 
difficulty experienced in palpating the corpus; 
the length of the uterine cavity is ascertained with 
a sound; normally it is about 7.5 cm. long. 

Retrodisplacement of the uterus, with anterior 
tipping of the cervix away from the seminal pool, 
has probably been over-emphasized as a cause of 
infertility. However, following Sampson’s de- 
scription of endometriosis, retroflexion assumed 
a more important role in the problem of infer- 
tility. Pelvic endometriosis may follow retro- 
grade menstruation through the fallopian tubes, 
and such backflow of menstrual blood is most 
likely to occur when the cervix is stenotic, the 
uterus is retroflexed or fibroid tumors distort 
the uterine cavity. Pelvic endometriosis is found 
frequently in a private clientele, especially in 
young women who fail to become pregnant, and 
in older patients with cervical stenosis or uterine 
fibroids. Thus far there is no convincing ex- 


JuNE, 1943 





BARREN MARRIAGE—GARDNER 





planation for the low fertility of women with 
pelvic endometriosis ; their tubes are patent; they 
ovulate, and they may become pregnant, but not 
frequently. This condition should be suspected 
when the uterus is retroflexed and fixed, the 
ovaries are enlarged and adherent, and when 
there are tiny, firm, sensitive nodulations either 
in the cul-de-sac, the rectovaginal septum or on 
the uterosacral ligaments. If the patient com- 
plains of dysmenorrhea that has been acquired 
during adult life and consists, in part, of pain 
referred to the rectum, one can be almost certain 
that he is dealing with pelvic endometriosis. 


Gynecologists disagree about the relationship 
of uterine fibroids to a woman’s failure to con- 
ceive; however, no one denies that, through 
mechanical interference, these tumors may be re- 
sponsible either for miscarriages, premature labors 
or dystocia at term. There is another phase of 
the fibroid question which merits some thought. 
Infertility and habitual abortion are closely allied 
problems, and certain instances of so-called in- 
fertility may, in reality, be cases of repeated 
early abortion—but the abortion occurs at such 
an extremely early stage that a gestation is not 
recognized. Very early spontaneous abortions 
may result from developmental defects either in 
the fertilized egg or in the endometrium. Since 
uterine fibroids tend to alter the normal physi- 
ologic response both of the ovaries and the endo- 
metrium, they may be of importance in the 
barren marriage problem. 


Masses in the region of the tubes and ovaries 
may be either residues of pelvic inflammatory 
disease or cystic ovaries which signify either 
previous inflammation, endometriosis, endocrine 
imbalance or newgrowths. All may have con- 
siderable bearing on the problem of relative fer- 
tility. 


The Male Factor.—The third step in this diag- 
nostic study is an examination of the husband’s 
semen. Preferably the specimen should be ob- 
tained after several days of continence. The 
semen should be transported in a clean glass 
container, not in a rubber condom, because the 
powder on a condom and the rubber itself may 
inhibit the motility of spermatozoa. The semen 
should be kept at room temperature since sper- 
matozoa die more quickly at body temperature. 
One should determine (1) the amount of semen 
(it should be about 4 c.c.); (2) the number of 
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spermatozoa per cubic centimeter (the normal is 
said to be about one hundred million per cubic 
centimeter) ; (3) the motility of the spermatozoa 
(90 per cent should be actively motile and migrat- 
ing at room temperature for some hours after 
ejaculation) ; (4) the morphology of the sperma- 
tozoa (at least 80 per cent should be normally 
formed), and (5) one should search for adven- 
titious elements, such as leukocytes and red 
blood cells. 


Most husbands consider themselves fertile if 
they are sexually potent; they actually believe 
that “patent tubes plus a potent male” should 
invariably result in a pregnancy. Too often phy- 
sicians are guilty of further pampering this 
masculine ego, by accepting as normal, any speci- 
men of semen which contains actively motile 
spermatozoa. The observations of Mazer and 
Israel are extremely pertinent. “The degree of 
fertility of the male decreases, and approaches 
zero, with diminution in the volume of semen, 
decline in the number and viability of sperma- 
tozoa, and with an increase in the percentage of 
abnormal forms.” Consequently, the accepted 
criteria for a normal specimen of semen are 
reiterated; Amount—3 to 4 ¢.c.; Number of 
spermatozoa—approximately 100,000,000 per c.c. ; 
Motility—90 per cent actively motile and migrat- 
ing at room temperature; Morphology—80 per 
cent normally formed; and finally there should 
be no more than an occasional leukocyte or red 
blood cell per high power field. Husbands must 
be referred to a urologist if their semen does not 
conform in all respects to the aforementioned 
criteria for the normal. Although it only re- 
quires one spermatozo6n to fertilize an egg, the 
husband with a reduced sperm count is essentially 
sterile. But be considerate of his ego when you 
inform a husband that he, in part at least, is 
responsible for his wife’s failure to become preg- 
nant. Men are very sensitive about their virility 
and fertility; being told that they are not 100 
per cent fertile is very distressing, it may even 
precipitate a depressed state. Many a patient has 
asked me not to tell her husband that it is he 
who is infertile; obviously some wives would 
rather go childless than wound their husbands’ 
pride. 





Failure to recognize deficiencies in semen has 
been responsible for many failures with barren 
marriages. Possibly it would be best if all hus- 
bands were examined by a urologist, but prefer- 
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ably by one who is especially interested in the 
problems of male infertility. 


Patency of Fallopian Tubes.—Patency of the 
fallopian tubes is determined by transuterine in- 
sufflation with carbon dioxide gas—this is the 
well-known Rubin test. I prefer an apparatus 
which receives CO, at a constant pressure, meas- 
ures the volume of gas which passes into the 
abdomen and includes a mercury manometer. 
The ideal time to make this test is three to seven 
days after the conclusion of a menstrual period. 
Both uterine bleeding and active genital infec- 
tions, are absolute contra-indications to this proce- 
dure. Under normal conditions, gas flows through 
the fallopian tubes freely at a pressure that 
fluctuates between 40 and 80 mm. of mercury. 
The escape of gas through the tubes is recog- 
nized by the behavior of the mercury column, by 
auscultation over the lower abdomen and by 
shoulder pain which appears when the patient sits 
up. If gas fails to pass through at 180 to 200 
mm. Hg., the pressure should not be carried 
higher for fear of traumatizing the tubes. The 
position of the cannula in the uterus is changed 
several times, and gas pressure each time allowed 
to rise to 180 mm., before it is assumed that gas 
is not going to pass through the tubes at that 
test. The Rubin test should be repeated three 
or four times, preferably at monthly intervals, 
before one is justified in concluding that the tubes 
are actually closed. Intra-uterine injection of a 
radio-opaque substance is not used routinely; 
this procedure is reserved for patients who wish 
to consider surgical relief from occluded tubes; 
the chief value of hysterosalpingography is to 
demonstrate, by means of x-ray films, the exact 
site of tubal obstructions. Lipiodol and similar 
oily opaque media are not innocuous; sometimes 
they cause tubal inflammation and, if retained 
in the tubes, they initiate a foreign-body reaction. 


Study of the Uterine Cervix.—The next step 
in diagnosis is a Huhner Test. This should be 
performed at the time of ovulation, i.e., 12 to 
14 days before the expected onset of a menstrual 
period. The wife reports for examination several 
hours after coitus. If the husband’s semen is 
normal, one should still find spermatozoa in the 
vaginal vault; but they will probably be immotile 
because spermatozoa are soon killed by the normal 
acid vaginal secretions. However, the presence 
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of spermatozoa in the posterior vaginal fornix 
conclusively proves that semen had been delivered 
into the upper vagina. Mucus is next aspirated 
from the cervical canal with a Luer syringe; it is 
thought that cervical mucus is most abundant 
at the time of ovulation, i.e., approximately mid- 
way between menstrual periods. In normal indi- 
viduals the clear glairy endocervical mucus as- 
pirated six to eight hours after intercourse, 
should contain approximately three to five ac- 
tively motile spermatozoa per high power field. 


Consequently, the Hthner test demonstrates 
that intercourse had been consummated normally, 
or that the husband has hypospadias or prema- 
ture ejaculations, or that the wife suffers from 
vaginismus which results in prompt evacuation 
of semen from the vagina. It also demonstrates 
both the ability of spermatozoa to ascend into 
the cervical canal and the effect of endocervical 
secretions on the spermatozoa. Dead spermatozoa 
in the cervical canal are indicative of endo- 
cervical hostility; this usually results from an 
endocervicitis with a mucopurulent discharge that 
kills spermatozoa. Eradicating an endocervicitis 
is one of the simplest methods of improving fer- 
tility. 


The Endocrine Survey.—After one has ex- 
amined the wife’s genital organs for gross ab- 
normalities, determined the status of the hus- 
band’s spermatogenesis, investigated the patency 
of the cervix, uterus and fallopian tubes, checked 
on the delivery of semen to the cervix and the 
reception accorded spermatozoa by endocervical 
mucus, the final diagnostic step is an endocrine 
survey. This is the least satisfactory phase of 
the problem, both from the standpoint of diag- 
nosis and treatment. It is chiefly concerned with 
factors which control development of the uterus, 
function of the ovaries and response by the endo- 
metrium. 


Healthy women of childbearing age who men- 
struate normally and with some degree of reg- 
ularity, probably also ovulate fairly regularly. 
On the other hand, individuals without gross 
genital pathology, who either menstruate infre- 
quently, or flow irregularly and scantily or who 
bleed continuously, probably do not ovulate— 
such menstrual disorders usually result from dis- 
turbed function by the glands of internal secre- 
tion. 


There is no direct method of proving that a 
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woman ovulates. We rely on presumptive evi- 
dence, namely, the histologic appearance of the 
endometrium at the onset of a menstrual period. 
Endometrial biopsies for this purpose are- ob- 
tained with a suction curet, preferably within a 
few hours after the first show of menstrual 
blood. It is assumed that a woman has ovulated 
if her endometrium shows the normal effect of 
corpus luteum hormone stimulation. Such pro- 
gesterone effects, known also as secretory or 
pregestational responses, are recognized by hyper- 
trophy of stroma cells, corkscrew hypertrophy of 
the uterine glands and secretory swelling of their 
lining epithelial cells, but especially by the marked 
development of spiral arteries so that they extend 
into the compacta, or surface layer, of the endo- 
metrium. 


Some women bleed fairly regularly from an 
endometrium which has undergone only the pro- 
liferative changes of estrogenic or follicular hor- 
mone stimulation. This phenomenon is called 
anovulatory menstruation. Others bleed more or 
less continuously ; biopsies reveal hyperplasia of 
the endometrium and the ovaries are devoid of 
corpora lutea; such women are sterile. For 
women who fail to ovulate regularly, as well 
as for many others, additional diagnostic studies 
may be desirable, viz., x-ray films of the sella 
turcica, basal metabolic rates, blood cholesterol 
determinations and sugar tolerance tests. Few 
clinicians have access to laboratories equipped 
to make assays for the various hormones, and 
no one knows the practical value of such assays 
after they have been made. Consequently, they 
cannot be considered essential in the routine in- 
vestigation of a barren marriage. 


In addition to the foregoing physical condi- 
tions, it is probable that there are psychological 
factors which also contribute to barren marriages. 
As proof of this may I remind you that adop- 
tion of a child is sometimes followed rather 
promptly by a pregnancy, and this despite years 
of previous infertility. 


Treatment 


The diagnostic survey must be a painstaking 
search for every factor which might contribute 
to the barren marriage. The physician’s next ob- 
ligation is a systematic elimination of each and 
every contributing cause found in both the hus- 
band and his wife. He must not restrict treat- 
ment to a single major factor, while neglecting 
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the minor, more trivial causes. Due consider- 
ation to these apparently nonessential conditions 
may account for the success of some clinicians, 
where others fail. Furthermore, the husband can- 
not be absolved from responsibility until his 
semen is entirely normal and spermatozoa are 
found in the vaginal vault after coitus. 


The leukorrheal discharge arising from an 
inflamed vagina may be so hostile to spermatozoa, 
that they are promptly killed before having an 
opportunity to reach the haven of friendly endo- 
cervical mucus. Many cases of vaginitis are 
instances of Trichomonas infestation. I have had 
more success with Floraquin insufflations and 
lactic acid douches in relieving this type of 
vaginitis, than with other methods of treatment. 


The normal pH of the vagina varies from 4 
to 4.5 and this degree of acidity is not favorable 
to longevity of spermatozoa. Some cases of in- 
fertility have been rectified by the simple ex- 
pedient of an alkaline douche before intercourse. 
This insures a less hostile medium for sperma- 
tozoa in the vagina and is conducive to their 
longer life; thus they are given an opportunity 
to reach the cervix. 

Vaginismus may result from psychic factors; 
often it is an aftermath of pain experienced 
during coitus. Painful intercourse may be caused 
by a rigid thick hymenal ring, by vaginitis, or 
by inflammation in the upper genital tract. What- 
ever its cause, vaginismus must be relieved— 
otherwise vaginal spasm will promptly evacuate 
all seminal fluid. Many patients are extremely 
grateful for a perineotomy which made inter- 
course a comfortable event. 


Cervical stenosis can usually be overcome by 
office dilatations with graduated dilators; occa- 
sionally gas anesthetic is necessary. Scar tissue 
obstructions in the cervix should be dilated every 
three months until one is certain that the canal 
will remain adequately patent. 

Chronic endocervicitis is characterized by a 
tenacious mucopurulent discharge that pours from 
the external os or plugs the canal. Furthermore, 
cervical polyps, nabothian cysts, cervical stric- 
tures and erosions on the pars vaginalis, are fre- 
quent aftermaths of an endocervicitis. All may 
also be contributing factors to infertility, either 
because they are the source of a discharge which 
is hostile to spermatozoa, or by obstructing the 
cervical canal they tend to perpetuate an endo- 
cervicitis. Strictures must be dilated and polyps 
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should be removed but nabothian cysts are of 
importance when they encroach on the canal 
lumen. Cautery treatment is recommended for 
chronic endocervicitis, using nasal-tip cautery 
blades to make separated, linear burns that ex- 
tend from the internal os to the external os and 
are placed in the four quadrants of the canal, 
Neither diathermy treatments with a cylindrical 
electrode nor conization. of the canal have im- 
pressed me favorably. The cautery can also be 
used to destroy some erosions. Others require 
amputation, preferably by some modification of 
the Schroeder technique. However, the amputa- 
tion must be at a low level; removal of too much 
cervix might result in subsequent miscarriage or 
premature labor. 


After the cervix has either been .cauterized or 
amputated, patients must be followed and ex- 
amined regularly. These procedures are some- 
times followed by cervical strictures, and it is 
essential that the patency of the canal be main- 
tained. 

If, at the time of ovulation, the cervical mucus 
is so scant that one is unable to obtain a speci- 
men for examination—it probably also is insuf- 
ficient to aid in the ascent of spermatozoa into 
the uterus. The midinterval administration of 
estrogens tends to increase the amount of mucus 
secreted by cervical glands. 


Some gynecologists recommend repeated dilata- 
tions of the cervix to stimulate growth of a 
hypoplastic uterus; this is harmless therapy but 
we disapprove of intra-uterine stem pessaries; 
they are foreign bodies and predispose to infec- 
tion. They may initiate an endocervicitis which 
acts as a contraceptive. There is no doubt that 
the administration of estrogens produces hyper- 
trophy of the uterus but the hormone must be 
given frequently and in large doses. This is sub- 
stitution therapy; it is not stimulating. Conse- 
quently the uterine enlargement is only tem- 
porary. On the other hand, administering large 
amounts of an estrogen to an infertile woman 
has a theoretic disadvantage ; it may inhibit ovula- 
tion. 

If the uterus is freely movable, a retroflexion 
can usually be overcome by manual replacement ; 
an anterior position of, the uterus is easily main- 
tained by a suitable pessary. 


The infertility of women with uterine fibroids 
is often dependent on associated pathology, not 
the fibroids themselves. Although the value of 
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myomectomy is recognized in selected cases, this 
operation is rarely an essential step in the man- 
agement of a barren marriage. 

lf the history of a scanty menstruation, the 
size of the uterus and the histologic evidence 
obtained from an endometrial biopsy, suggest 
that the endometrium is poorly developed and not 
favorable to the successful implantation of a 
fertilized egg, it can be made to grow more 
juxuriantly by substitution hormone therapy. This 
is accomplished with estrogens to prime the endo- 
metrium during the first half of the menstrual 
cycle, followed by generous doses of progesterone 
to supplement the action of the patient’s own 
corpus luteum. 

When gas fails to pass through the fallopian 
tubes at three consecutive monthly Rubin tests, 
it is assumed that they are closed by firm ad- 
hesions ; consequently further tests are considered 
superfluous. However, Rubin tests also have 
therapeutic value, as is attested by the large num- 
ber of patients who become pregnant immediately 
after a tubal insufflation. Apparently moderate 
gas pressure sometimes straightens out tubal 
kinks and ruptures filmy adhesions. 

If the patient with occluded tubes wishes to 
consider surgical relief, roentgenograms should 
be made after an intra-uterine injection of some 
watery radio-opaque substance. Such films de- 
termine the exact site of tubal obstructions. 
Those located at the fimbriated ends are most 
favorable for plastic operations designed to re- 
store tubal patency. Obstructions near the uterus, 
or at the cornua, are almost hopeless. 


After hysterosalpingography and the demon- 
stration of a favorable type of obstruction, it is 
my practice to tell the couple that the likelihood 
of success from a plastic operation on the tubes, 
is not more than 15 or 20 per cent; that the 
operation will be undertaken if both the hus- 
band and his wife insist but I cannot urge it. 
No woman should be submitted to salpingostomy 
unless occluded tubes constitute the major cause 
for her barren marriage. Furthermore, one must 
be certain that the husband’s: semen is normal 
and that his genital tract is free from infection; 
it would be sad, indeed, if the operation were 
successful but the husband promptly reinfected 
his wife and her tubes were again sealed. 


Irving Stein is enthusiastic about the surgical 
treatment of certain amenorrheic, sterile women 
who have large polycystic ovaries; he resects a 
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generous portion of the ovarian cortex together 
with the follicular cysts. Few gynecologists share 
Stein’s enthusiasm because polycystic ovaries are 
probably not the essential pathology responsible 
for the patients’ symptoms. Furthermore, I never 
recommend ovarian resections except in cases of 
endometriosis. Scar tissue, adhesions and more 
follicular cysts are almost inevitable after the 
surgical trauma of resecting ovaries. 


Pelvic endometriosis that produces symptoms 
is an indication for operation. I urge surgery 
for younger women whose chief complaint is 
sterility, not only to increase the likelihood of 
pregnancy but also to conserve their ovaries. The 
usual procedure in such patients is (1) excision 
of available endometriotic nodules from peritoneal 
surfaces; (2) resection of chocolate cysts and 
other areas of endometriosis from the ovaries, 
provided at least 50 per cent of the original 
healthy ovarian tissue can be spared, and (3) 
replacement of the uterus into an anterior posi- 
tion. The technique originated by the Chairman 
of our Department, Dr. Arthur H. Curtis, is rec- 
ommended for the surgical correction of retro- 
displacement; it consists of three steps, (a) 
suturing together the uterosacral ligaments, (b) 
a Baldy-Webster type of round ligament shorten- 
ing, and (c) advancement of the bladder reflec- 
tion of peritoneum to its normal location on the 
fundus. Conservative operations for endometri- 
Osis are worth while; not a few of my patients, 
who were previously infertile, become pregnant 
after submitting to these surgical procedures. 


The treatment of ovaries which fail to ovulate 
is highly unsatisfactory. Disturbances in ovarian 
function may result either from primary ovarian 
failure or from malfunction by the anterior lobe 
of the pituitary gland. There is great need for 


‘potent gonadotropic hormones in the treatment 


of women with sluggish, poorly developed, non- 
ovulating ovaries. Thus far the pituitary prepara- 
tions have proven almost worthless. Early com- 
munications predicted that pregnant mare’s serum 
hormone, such as Gonadogen, would stimulate the 
normal development of Graafian follicles, produce 
ovulation and exercise a luteinizing effect on the 
ruptured follicle. At present these far-reaching 
claims for the equine gonadotrope are seriously 
doubted. Apparently it only rarely produces 
ovulation in human ovaries. 

I cannot recommend small, so-called stimulat- 
ing doses of x-ray over the pituitary and ovaries 
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as wise treatment for this group of patients. 
Several observers report great success, i.e., many 
pregnancies after such x-ray therapy, but I am 
afraid of it. X-rays are essentially destructive 
_and there is reason to doubt that they ever exert 
a stimulating effect on normal tissues. Experi- 
ence has shown that the dose of x-rays, which 
temporarily inhibits ovarian function in one pa- 
tient may produce permanent atrophy of ovaries 
in another. 


General hygienic measures are extremely valu- 
able adjuncts in therapy. By improving general 
health they tend, also, to improve gonadal func- 
tion. Dessicated thyroid is used frequently, in 
fact, whenever permissable; and many of these 
patients are hypothyroid. Thyroid is unques- 
tionably our most effective hormone in the relief 
of infertility and most of the other hormone 
therapy in infertility is based on wishful think- 
ing rather than sound reasoning. Foci of infec- 
tion should be eradicated. A high-protein, low- 
carbohydrate diet and thyroid, are indicated for 
women who are overweight. Forced feedings, 
iron and a high vitamin intake are advisable for 
frail anemic undernourished individuals who are 
underweight. Regularity in habits, an adequate 
amount of sleep, avoidance of mental and physi- 
cal fatigue, out-of-door exercise, and long vaca- 
tions alone, are all beneficial. Vitamin D therapy 
is helpful but vitamin E has only questionable 
value. Those interested in animal husbandry are 
convinced that vitamin C deficiencies contribute 
to low fertility in domestic animals; probably 
this is also true for man. 


Laymen have learned that women are most 
fertile midway in their menstrual cycles, i.e., 
that they are most likely to ovulate and hence 
to become pregnant, 12 to 14 days before the 
expected onset of a menstrual period. However, 
this knowledge has certain disadvantages. Most 
women do not menstruate regularly, consequently 
the date of ovulation cannot be accurately pre- 
dicted. Many men produce semen of the best 
quality when they have coitus infrequently, pos- 
sibly once a week or three times a fortnight. 
Some couples are so intent on pregnancy that 
they have intercourse each night during the 
week which they think will include the fertile 
period. Thus they may create a state of rela- 
tive male sterility at the time the wife is actually 
most fertile. 


It would be remiss not to mention artificial 
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insemination. Neither the laity nor the profes- 
sion seems to appreciate the many ramifications 
of this term. A wife may be inseminated either 
with her husband’s semen or with semen from 
a donor. Furthermore, semen may be placed 
in the upper vagina on the cervix, or it may 
be injected into the uterus. Using the husband’s 
semen and placing it on the cervix is indicated 
when physical deformities or psychic disturbances 
prevent the completion of normal coitus. Inject- 
ing semen into the uterus is potentially danger- 
ous; it may cause an upper genital infection. 
However, intra-uterine insemination with the hus- 
band’s semen might be countenanced if cervical 
hostility to spermatozoa could not be treated satis- 
factorily. I have refused to inseminate women 
with donor semen; the moral, social and legal 
aspects of donor insemination make it highly 
objectionable to me. 


Conclusions 


1. “Barren marriage” is a more appropriate 
term than female sterility, for the problem pre- 
sented by a wife who has failed to become preg- 
nant. 

2. Either the husband or the wife may be 
responsible; usually both are partially at fault 
and both must be examined thoroughly. 


3. An adequate survey of such cases must 
be concerned with (a) the wife’s general physical 
condition; (b) the status of her genital organs; 
(c) spermatogenesis; (d) delivery of semen to 
the cervix; (e) ascent of spermatozoa into the 
uterus; (f) patency of the fallopian tubes; (g) 
ovulation, and (h) the ability of the endometrium 
to receive and nourish a fertilized egg. 


4. All practitioners must be able to recog- 
nize deficiencies in seminal fluid; husband’s 
should be referred to a urologist if their semen 
is not absolutely normal. 


5. Most barren marriages result from a mul- 
tiplicity of factors; all must be systematically 
eliminated. 

6. One is likely to fail in the management 
of barren marriages unless he receives whole- 
hearted codperation both from the husband and 
the wife; both must submit to the entire diag- 
nostic study and both should follow through with 
all indicated treatment. for at least one year: 
only then should they turn to adoption as the 
solution for their problem. 
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" There probably never has been a time in Amer- 

ican history when there has been so much con- 
cern over the importance of preserving maternal 
and infant life, and decreasing maternal and in- 
fant morbidity, as at the present. 


The increasing number of women who are 
being hospitalized for maternity care suggests 
that inquiries be made concerning the facilities 
which are being provided in hospitals and ma- 
ternity homes to safeguard beth the mother and 
the newborn. 


" *Read in the Section on Obstetrics and Gynecology at the 
Seventy-sixth Annual Meeting of the Michigan State Medical 
Society, Grand Rapids, September 19, 
From the Committee on Maternal Health, Michigan State 
Medical Society, 1938-1939. 
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The changes in the economic status of the peo- 
ple, the dislocation of family life resulting from 
national preparedness, and the possibility of ac- 
tual war, influence the type of maternity care 
given throughout the entire nation. 


There will be a marked increase in hospital 
obstetrics under some circumstances and a slight 
decrease in others. 


While there is a great anxiety over maternal 
mortality, greater attention must be paid to ma- 
ternal morbidity. The immediate repair of par- 
turitional injuries is one of the great obstetric 
problems; and the solution will depend to a great 
extent on the facilities furnished in the delivery 
room, whether it be in the home or in the hospital. 


A further vital objective is better care for the 
newborn, and especially of the premature infant 
during the first few days and weeks of life. 


Births in hospitals have increased steadily dur- 
ing the last fifteen or twenty years, until, at the 
present time, more than a million deliveries, or 
over 50 per cent, of the entire births in the United 
States are conducted in hospitals and in maternity 
homes. 


The question arises, have the hospitals been 
able to become equipped and organized to ade- 
quately meet the increasing demand for modern 
obstetric and newborn service? 


Are the maternity case and her newborn 
definitely safeguarded by hospitalization as com- 
pared to domiciliary delivery? 


Four years ago the Committee on Maternal 
Health of the Michigan State Medical Society 
made a survey of obstetric practice in the State; 
in this work the Committee was assisted by the 
United States Public Health Service. Over twen- 
ty thousand carefully prepared blanks were sub- 
mitted to approximately three thousand physi- 
cians who, at that time, were doing obstetric prac- 
tice in Michigan. In response over ten thousand 
blanks were filled out, and returned to the Com- 
mittee for study. 


Among the many interesting items of informa- 
tion which this study revealed was that approxi- 
mately 50 per cent of the births in Michigan oc- 
curred in hospitals. 

The Committee, realizing that many of these 
hospitals were small and that their facilities for 
modern maternity service must necessarily be 
limited, felt that it would be of interest to pursue 
this phase of maternal care by an investigation 
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of the facilities in all licensed institutions that 
render maternal and newborn service in the State. 


Study blanks were prepared by the State Com- 
mittee on Maternal Health, and the task of sub- 
- mitting them to each hospital and home and hav- 
ing them filled out was performed by Miss Eliza- 
beth N. Robinson, Hospital Supervisor of the 
State Department of Social Welfare. 


This study was commenced late in 1938, but by 
reason of insufficient clerical assistance in the 
State Social Welfare Department, the informa- 
tion received was not available for study until the 
autumn of 1940. 


A short verbal report of this research was pre- 
sented to the House of Delegates of the State 
Medical Society at its annual meeting last Sep- 
tember. 


By legislative enactment the State Department 
of Social Welfare at Lansing has the responsi- 
bility of inspecting, licensing, and supervising all 
hospitals and homes where maternity care is 
given for pay. 

Each institution is given a new license once 
a year, presumably after proper inspection. 


Information was obtained from two hundred 
and eight hospitals and sixty-eight maternity 
homes, a total of two hundred and seventy-six. 


Since this study began seventeen more hospitals 
and five more homes in the State have been 
granted licenses for maternity care, making a 
total of two hundred and ninety-eight, to date 
(September, 1941). 


Information concerning facilities and practices 
in licensed maternity hospitals covered the follow- 
ing subjects: 


1. The Medical Staff 

2. Type of physicians using hospitals 
3. Number of resident physicians 
4. Number of interns 

5. Labor rooms 

6. Delivery rooms 

7. Facilities for sterilization 

8. Use of sterile gloves and gown 
9. Analgesia and anesthesia 

10. Pituitrin 

11. Rules for consultation 


12. Blood transfusion 

13. Length of stay in hospitals 
14. Number of nurseries 

15. Isolation nursery 

16. Resuscitation 

17. Prematures 

18. Incubators 
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Information concerning facilities and practices 
in maternity homes was obtained on the following 
subjects : 


Persons operating maternity homes 
Years of experience of nurse 
Education 

Age 

Type of practitioners using homes 
Sterilization of supplies 

Type of delivery table 

Availability of ergot and other drugs 
Nursery 
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The original paper on this subject occupied 
seventeen typewritten pages and contained twen- 
ty-eight tables giving statistical data concerning 
the above listed subjects. Space would not per- 
mit the entire publication of such details. 

The conclusions drawn from this study are 
summarized by the following comments: 


Comments 


There is great need for better medical obstetric 
organization and especially in the smaller hos- 
pitals. 

Each hospital should have as head of the 
obstetrical department a physician who should be 
responsible, in fact as well as in theory, for all 
the activities pertaining to hospital maternal care. 

The rules for consultation should include all 
complications which may in any way seriously 
affect the mother or child. 

There is a lack of interns in many of the hos- 
pitals. 

Better equipment is needed in many of the 
smaller hospitals and maternity homes; the re- 
quirements of the State Department of Social 
Welfare should be more closely followed. 

There is need for more isolation nurseries. 

Better facilities for the care of premature in- 
fants are needed, such as heated beds and efficient 
and economical incubators. 

There is a great dearth of nurses who are spe- 
cially trained in the care of prematures. 

Pediatric consultation should be utilized more 
generally whenever it is available. 

With the increasing number of maternity cases 
which are being hospitalized, better facilities, bet- 
ter obstetric practice, and better nursing care pre- 
sent a serious and urgent problem to hospital 
administrators and to the physicians who render 
the obstetric service. 


This study reveals that maternal mortality 
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among patients hospitalized is definitely lower 
than the general maternal mortality in the State. 

A comparison of the maternal mortality in the 
hospitals with the greatest number of births per 
year with those of smaller hospitals shows no 
significant difference. It is assumed, however, 
that this is partly due to the fact that in maternity 
homes and in the smaller hospitals the apparently 
normal cases are received, while the seriously 
complicated cases are naturally taken to the larger 
and better equipped hospitals. 


The committee is concerned about the status 
of maternity, homes in the state and it believes 
that, in addition to the present requirements of 
the state department of social welfare, before a 
new license is granted to such wmstitutions, the 
licensee should be a graduate and registered 
nurse, in good health, and that such a trained 
individual should be on duty at all times, when 
patients are present in the matermty home. 

The committee also believes that in all ma- 
ternity homes an approved autoclave, or pressure 
cooker for sterilization of dressings and other 
supplies should form a part of the regular equip- 
ment. 

It also believes that in addition to ergotrate 
and other preparations for the control of hem- 
orrhage a sterile uterine pack, with proper in- 
struments for immediate use, should be ready at 
all times. 

In over one half of the states in the union the 
licensing and supervision of maternity hospitals 
and homes is a function of the state department 
of health. 

The committee believes that this plan should 
be very seriously considered in Michigan and 
suggests that the house of delegates of the Mich- 
gan State Medical Society study it, anticipating 
an act placing this responsibility in the department 
of health. 

The committee believes that under the super- 
vision of the health department facilities and 
practices in maternity hospitals and homes could 
be very much improved in Michigan. 


The Committee appreciates the codperative ef- 
forts of the State Department of Social Welfare 
in making this report possible and is especially 
grateful to Miss Elizabeth N. Robinson, who 
assumed the responsibility of distributing, col- 
lecting, and returning the questionnaires to the 
Committee for study. 
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The new interest aroused in this subject by the 
discovery of Vitamin K as essential for the pro- 
duction of prothrombin makes it seem wise to review 
the facts in order not to be led astray by prema- 
ture conclusions. 

First, it is necessary to define Hemorrhagic Disease 
of the Newborn so that we may know what is to 
be included in any statistical review. If petechial 
hemorrhage into the skin and mucous membranes, 
microscopic blood in the urine, minimal bleeding 
from the navel, coffee-ground vomitus in the first day 
of life, and cephalhematoma among many other benign 
symptoms are to be considered manifestations of 
hemorrhagic disease, the incidence will be very high. 
But if we should include only those cases which 
have a definitely prolonged coagulation time or bleed- 
ing time as proposed by some, the incidence will be 
very low. 

Only a small number of the cases. reported as cured 
can rightfully be accredited to the treatment em- 
pea if the list includes the usual cases of mild 
bleeding which tend to recover spontaneously. Are 
we justified in using the term Pe rats went, a 
of the Newborn as synonymous with Hemorrhagic 
Disease of the Newborn? 

If we review the factors concerned in the coagula- 
tion of the blood, we can see that there are man 
besides Prothrombin and Vitamin K to be considered. 
The case for hypoprothrombinemia is a strong one 
but there remain several questions to be satisfactorily 
answered before there can be complete acceptance of 
this as the chief, much less the only cause of 
Hemorrhagic Disease of the Newborn. 


" THE renewed interest in hemorrhagic disease 
of the newborn manifested in the past three 
or four years is chiefly due to the reports of 
experimental and clinical studies of the pro- 
thrombin content of the blood during the neonatal 
period and the effect upon these prothrombin 
values which results from the administration of 
Vitamin K either to the mother before the birth 
of the child or to the infant after its birth. 
The exact etiology of this condition has al- 
ways been obscure. We are anxious to know 
whether we have, at last, got the answer or not. 
When a new fact is discovered there is always 
the danger of overestimating its significance. 
The enthusiasm of most of the investigators of 


*Presented at the Seventy-seventh Annual Meeting of the 
Michigan State Medical Society at Grand Rapids, September 
24, 1942. 
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the subject here under consideration is proof of 
this. On the other hand there are always some 
whose reaction is one of determined resistance, 
an unwillingness to follow the crowd. Sound 
progress needs both the enthusiastic and the 
resistant, and also there must in the end be a 
judge who can view the problem objectively 
and state the case. The object of this paper is to 
state the case. 


Now, first of all we must know’ what we are 
talking about when we say “hemorrhagic disease 
of the newborn.” Von Reuss says: 


“In contradistinction to hemorrhagic diseases of 
later life which tend toward permanency, i.e., a hem- 
orrhagic diathesis, the hemorrhagic disease of the new- 
born does not have the nature of an*inherited individual 
idiosyncrasy in the child affected, but rather, of a tran- 
sitory condition that is based on peculiarities of the 
newborn period itself, and, in case it is overcome, will 
not recur.” 


In the last edition of Holt and McIntosh we 
find this opening statement : 


“A tendency to bleed spontaneously may appear with- 
in the first three or four days after birth, persist for 
a few days and then disappear. Hemorrhages at this 
time though often inconsequential, are sometimes ex- 
tensive; they may produce serious damage of internal 
organs, especially of the brain, and cause death from 
shock or exsanguination. A sharp distinction cannot 
be drawn between this so-called hemorrhagic disease 
of the newborn and accidental hemorrhages caused by 
birth trauma, for in many instances trauma would 
cause no significant bleeding were it not for the under- 
lying hemorrhagic tendency.” 


Quoting further from the same source we find 
the following: 


“The incidence of hemorrhagic disease depends upon 
the definition accepted. Obvious bleeding unrelated to 
birth trauma is relatively infrequent, being reported 
in 0.1 to 0.5 per cent of all births. If cases of frank 
cerebral hemorrhage are included in which trauma may 
be presumed to have played a part, the incidence is 
somewhat greater, and finally if one includes infants 
with retinal hemorrhages or with red cells in the spi- 
nal fluid the incidence is between 30 and 50 per cent of 
all deliveries. It is now clear that a latent hemorrhagic 
tendency is present in all newborn infants and that 
hemorrhage will develop in the presence of minimal 
trauma.” 


Clifford including all spontaneous external 
hemorrhages, internal hemorrhages of the gastro- 
intestinal tract and hemorrhages into the cranial 
cavity not of traumatic origin got figures of 1 
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in 118 and 1 in 333 births. Sanford would prefer 
to include only those in which definite deviation 
from normal coagulation of the blood can be 
shown. In such a classification the number would 
be very small, 1 in 2500 births in his material, 
Fanconi would classify hemorrhagic disease under 
two headings, (1) Visible forms such as Melena 
and hematemesis, umbilical hemorrhage, cephal- 
hematoma, hemorrhage from the genito-urinary 
tract, cutaneous and subcutaneous hemorrhages, 
pulmonary hemorrhage. (2) Invisible forms 
such as intracranial hemorrhage, hemorrhage of 
the liver, the adrenals, et cetera. 


In the enthusiasm that has resulted from the 
widespread use of Vitamin K in the treatment 
of hemorrhagic conditions in the newborn it is 
obvious that there is a considerable amount of 
confusion about what. constitutes hemorrhagic 
disease. When we read the articles we find, for 
example, petechial hemorrhages in the palate, 
petechia on the forehead and scalp, red blood 
cells in the cerebrospinal fluid, red blood cells 
in the urine, hematoma of the sternomastoid 
muscle, hemorrhage of the bulbar conjunctiva, 
retinal hemorrhages and vaginal hemorrhage all 
referred to as manifestations of hemorrhagic dis- 
ease of the newborn. Is there justification for 
designating any of these as signs of a hemor- 
rhagic disease? How can they be shown to be the 
result of a defect in the mechanism of coagula- 
tion? Is cephalhematoma due to a disturbance of 
coagulation or is it purely traumatic, or is there 
some other factor such as a deficiency of Vitamin 
C? Has intracranial hemorrhage been shown to 
be definitely due to a defect of coagulation, or 
frequently. enough to be classified among the 
manifestations of hemorrhagic disease of the 
newborn? Many questions like these need to be 
clarified before we can be sure we are all talking 
about the same thing when we refer to hemor- 
rhagic disease of the newborn. 


The incidence of hemorrhagic disease of the 
newborn thus depends largely upon the definition 
used in the particular clinic or maternity nursery 
from which the report is made. The value of 
the treatment recommended will likewise have 
to be judged by the type of case treated. Only a 
very small number of the cases reported as cured 
can rightfully be accredited to the treatment 
employed if the list includes the usual cases of 
mild bleeding which tend to recover spontaneous- 
ly anyway. 
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Petechial hemorrhages on the face, scalp, neck 
and palate in infants born with cephalic pres- 
entations, as well as those found on the buttocks 
or leg in infants born with breech or footling 
presentations can hardly be said to be due to 
hypoprothrombinemia because they are present 
immediately after birth at a time when the pro- 
thrombin values are high. The same can be 
said of subconjunctival hemorrhages. Intracra- 
nial hemorrhages often manifest their presence 
in the first twenty-four hours after birth and 
these can surely not be included in the list of 
hemorrhagic diseases. Where shall we draw the 
Which of the intracranial hemorrhages 
shall we include and which shall we exclude? 
Can we rightfully say that those cases of intra- 
cranial hemorrhage which exhibited their first 
symptoms in the second or third day are due to 
hypoprothrombinemia just because the pro- 
thrombin level happens to be low at that time? 
Cephalhematoma has quite frequently been 
spoken of as a manifestation of hemorrhagic dis- 
ease of the newborn in this recent enthusiasm 
over hypoprothrombinemia but both Clifford’s 
and Sanford’s statistics show this condition to 
occur with equal frequency among infants whose 
mothers had received Vitamin K and those whose 
mothers had not. One author even includes 
hematoma of the sternomastoid in his statistical 
report. As far as I know there is as yet no 
proof that this condition is in reality due to a 
hemorrhage into the muscles and furthermore it 
is almost never recognizable until the second and 
more commonly not until the third week of life. 
“Coffee-ground” vomitus has also frequently been 
included as a symptom of hemorrhagic disease. 
A rather large percentage of newborn infants 
vomit a “coffee ground” material in the first day 
or two of life, it is seldom associated with any 
other manifestations of hemorrhage and usually 
subsides spontaneously within less than twenty- 
four hours. It is more likely the result of the 
effect on the gastric mucosa of congestion and 
stasis plus the trauma of violent stomach con- 
tractions, than due to a pathologic bleeding 
tendency. 


line? 


Classification 


The classification of diseases on the basis of 
etiology whenever possible is always preferred. 
Can we today truthfully give this disease a 
name which implies a known etiology. One 
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author proposes the name Hypoprothrombinemia 
Hemorrhagica Neonatorum. Another uses as 
the title of his paper: “Treatment of Hypo- 
prothrombinemia (Hemorrhagic Disease) of the 
Newborn Infant.” It would be very nice to be 
able to speak with such assurance but there is 
not yet complete agreement that we have gotten 
that far. Let us review the facts that may have 
a bearing on the etiology and try to evaluate 
them fairly. 


There is known to be an increase in the coag- 
ulation and bleeding times during the first days 
of life which reaches its maximum by the third 
day and returns to the birth values by the sixth 
day. At birth the coagulation and bleeding 
times are three and two minutes, respectively; 
they increase to five and four minutes respec- 
tively by the third day. It ‘has been shown that 
all the elements concerned in coagulation tend to 
diminish during the first few days of life, pro- 
thrombin, platelet disintegration (liberation of 
thromboplastin), fibrinogen, and calcium. Co- 
agulation is the result of the soluble blood pro- 
tein fibrinogen being changed to the insoluble 
fibrin by means of the substance thrombin which 
in turn is composed of .thromboplastin and pro- 
thrombin, for which reaction calcium salts are 
necessary. Of these elements we can dismiss cal- 
cium since a level of this substance in the blood 
low enough to affect coagulation is incompatible 
with life, the same can be said of fibrinogen 
which comes largely from the bone marrow and 
is only seriously reduced in very rare severe dis- 
ease of the bones. Thus, there remain two ele- 
ments for consideration, thromboplastin (throm- 
bokinase, cephalin) and prothrombin. In re- 
gard to thromboplastin, there has been evidence 
presented that the resistance of platelets to dis- 
integration is increased in the first few days of 
life and that there is an exaggeration of this 
resistance in infants with actual hemorrhagic 
disease. 


Now what about prothrombin? This neces- 
sary element in coagulation is formed in the ~ 
liver, and the fat soluble Vitamin K is necessary 
for its production. Vitamin K is present in cer- 
tain foods and is also synthesized by bacteria in 
the gastro-intestinal canal. By the use of newer 
methods for estimating the amount of available 
prothrombin in the plasma it has been shown by 
many observers that there occurs regularly in 
all newborn infants a sharp fall in the first days 
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of life. The figures for the level of prothrombin 
in the cord blood approximate pretty closely 
those for the mother’s plasma. There is a sharp 
decrease in the first two days, usually still fur- 
ther decrease in the third day, and then there is 
‘a steady and rapid rise, reaching close to cord 
blood levels by the sixth day. That this marked 
decrease in serum prothrombin is due to a de- 
ficiency of Vitamin K has been amply proven. 
The administration of the natural Vitamin K 
concentrate and the synthetic Vitamin K to the 
mother before or during labor, and also the ad- 
ministration of the vitamin to the infant after 
its birth will regularly prevent this decrease 
in available prothrombin as estimated by the 
prothrombin clotting time tests. 


The only thing that will prevent this reaction 
to the use of Vitamin K is a disturbance of liver 
function sufficient to interfere with prothrombin 
synthesis. The decrease in prothrombin in the 
early days of the newborn period is usually due 
then to K avitaminosis, which in turn is due to 
the fact that the intestinal tract contains no bac- 
teria at first and there is an insignificant food 
intake, a few days are thus required for suff- 
cient Vitamin K to be produced. 


Having now presented the factors that have 
to do with coagulation there remain two other 
factors that should at least be kept in mind in 
our judgment of hemorrhagic disease. Vitamin 
C has been shown to be relatively low in many 
newborns and quite regularly at a very low level 
in cases of intracranial hemorrhage in which 
it has been tested. This vitamin has to do with 
the tensile and cohesive properties of connective 
tissue and is in some way concerned in vascular 
wall integrity. Should not this factor be consid- 
ered in intracranial hemorrhage and in cephal- 
hematoma and perhaps in some other hemorrhagic 
manifestations? Also the matter of capillary 
permeability in general might explain some of 
the bleeding tendencies seen in the newborn and 
should not be too lightly dismissed. Asphyxia 
was noted by Clifford to have occurred in a sig- 
nificantly large number of the cases of hemor- 
rhagic disease reported by him. Asphyxia to- 
gether with stasis and congestion are given by 
Von Reuss as potent factors in the etiology of 
intracranial bleeding when associated with 
trauma. 


The case for hypoprothrombinemia is indeed 
a strong one but there remain several questions 
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to be explained before there can be complete 
acceptance of this as the chief, much less the 
only cause of hemorrhagic disease of the new- 
born. Sanford could find no difference in the 
incidence of hemorrhagic disease in his series of 
cases given Vitamin K as compared to an un- 
treated group. Not all newborns even with ex- 
tremely low prothrombin levels show signs of 
hemorrhage. When such low levels are found in 
obstructive jaundice in adults they always bleed. 
The statement is made in Holt and McIntosh 
that a latent tendency to hemorrhage is present 
in all newborns and that hemorrhage will de- 
velop in the presence of minimal trauma. Why 
then do they not all bleed for they all certainly 
have much more than minimal trauma and why 
also do so many of those who actually do have 
hemorrhagic disease start to bleed in the very 
first day of life while their prothrombin is still at 
a comparatively high level? 


Hemorrhagic diseases of the newborn will in 
the vast majority of cases subside spontaneously. 
Are we justified in assuming that Vitamin K ad- 
ministration has been responsible for all the 
cures reported where it has been used? 


At least it can be said that prothrombin defi- 
ciency in itself is not sufficient to produce hem- 
orrhagic disease, there are other roots to this 
evil not yet discovered. Fanconi makes this 
statement: “Vitamin K is only one of many 
factors responsible for normal blood coagula- 
tion, and cannot be assumed to be at fault in 
every hemorrhagic disturbance. In specific cases 
it is not always possible to adequately explain the 
causes of the hemorrhagic tendency, in fact I 
believe that in most of the severe hemorrhagic 
catastrophies several causes are combined in 
their occurrence.” Within the past nine months 
we have had two cases of severe melena at Cook 
County Hospital which were illustrative of the 
truth of this statement. In each case bleeding 
started during the third day of life. The pro- 
thrombin time in one was 180 seconds and even 
longer in the other. In each instance the pro- 
thrombin time came back to normal very prompt- 
ly after the administration of Vitamin K_ but 
the bleeding continued unabated even with nor- 
mal prothrombin values. In both cases a trans- 
fusion of whole blood was finally given after 
which the bleeding stopped promptly. 

In conclusion, it is well to be constantly re- 
minded that in the transition from intra-uterine 
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to extrauterine life the newly born has many 
physiologic and anatomic adjustments to make. 
In making these adjustments many complicated 
processes are involved about which we still have 
very little information. His success or failure 
in this adaptation will be determined by many 
factors, some have to do with his state of ma- 
turity at the time of his birth, some to his in- 
herent vitality and others to damage that may 
have been inflicted by the very processes of 
birth. Hemorrhagic disease like many other pe- 
culiarities of the newborn is probably due to a 
combination of several of these difficulties of 
physiologic adjustment. 
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The Office of War Information has decided that the 
Annual Reports of the Surgeon General of the United 
States Public Health Service will be discontinued for 
the duration of the war. 


* * * 


It takes longer to train a Doctor of Medicine than 
it takes to build the most elaborate battleship. Much 
thought should go into this training and building, that 
both may be sturdy, and by all means adequate. Stand- 
ards must not be lessened. Those whose training is 
now starting are for the postwar period, not for the 
present emergency, and there is no excuse to neglect, 
or to reduce standards. 
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Diarrhea of the Newhorn 


Epidemiological Aspects and Methods 
of Control* 


By Franklin H. Top, M.D. 
Detroit, Michigan 


Medical Director, Herman Kiefer Hospital; Direc- 
tor, Division of Communicable Diseases and Epidem- 
iology, Detroit Department of Health. 


" In the Michigan Regulations for the Control 

of Communicable Diseases, ‘‘epidemic diarrhea 
of the newborn” is not defined but is stated to be 
reportable, and the circumstances surrounding 
the development of an outbreak must be investi- 
gated by a local full-time health department or 
the Michigan Department of Health. Further- 
more, the health department must take such meas- 
ures as are deemed necessary to control the in- 
fection. Epidemic diarrhea of the newborn, as 
described by Rice and his associates?:*:141516?9 js 
a disease which is definitely epidemic in character, 
of unknown etiology, and highly fatal. Reports 
of similar outbreaks have followed. However, 
all reported outbreaks and some not recorded, 
including our own experience, have not been of 
the severe form. Inquiry has shown that many 
recent unreported outbreaks have been rather 
mild in character, particularly those of unknown 
etiology. Strictly speaking, the term ‘epidemic 
diarrhea of the newborn,” probably should be 
limited to outbreaks similar to the group de- 
scribed by Rice et al.,?:>»14151629 but some out- 
breaks of diarrhea of the newborn of known 
etiology are infectious, and measures must be 
taken to control the outbreak. Outbreaks of diar- 
rhea due to enteric organisms such as B. dysen- 
teriae can spread as readily and be as fatal as 
so-called epidemic diarrhea of the newborn. 
Though a matter of opinion, we feel that all 
outbreaks of diarrhea in infants under the age 
of one month occurring in institutions should 
be considered as diarrhea of the newborn irre- 
spective of the etiological agent or lack of one. 
The factor of spread or epidemicity should be 
the determining factor, and if so considered, 
would leave no room for non-reporting on the 
part of attending physician or hospital manage- 
ment. It is exceedingly important that all diar- 
rheas occurring in infants in lying-in institutions 


*Presented before the meeting of the Michigan State Medical 
Society, September 25, 1942, Grand Rapids, Michigan. 
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should be readily distinguished so that an im- 
pending outbreak may be aborted. The follow- 
ing types of diarrhea do not demand control 
measures : 


1. Diarrhea due to faulty nutrition. 

2. Transient diarrhea produced by a mother’s 
ingestion of an intestinal irritant or fresh fruit. 
This type occurs only among breast-fed infants. 


3. Parenteral diarrhea following primary in- 
fections or sepsis which by toxins or bacterial 
products cause irritation of the gastrointestinal 
canal with resulting diarrhea. 

4. Diarrhea following marked temperature 
changes, the condition lasting rarely more than 
one to two days, resulting in no secondary cases. 


Other rarer conditions could be listed but in 
general are infrequently noted. Diarrheas de- 
manding control and for which preventive meas- 
ures are feasible are those epidemic in char- 
acter of known or unknown etiology. 


Etiology 


Epidemic diarrhea of the newborn is a rel- 
atively newly described entity, outbreaks of 
which have appeared in the literature principally 
since 1935. The greatest number of outbreaks 
have been described by Rice and his associates. 
2,5,14,15,16,29 They record twenty-seven outbreaks 
in lying-in institutions in New York City be- 
tween July, 1934, and July, 1937. Prior to their 
report relatively little is recorded in the litera- 
ture,*?® and since there have been a number of 
outbreaks added.12:1?1%-1822,28,25,26,30 Nearly all 
outbreaks were alike in that no etiological agent 
was identified as being reasonably certain of hav- 
ing caused the infection. Extensive bacteriolog- 
ical and virological studies were carried out with- 
out success, and to date, with the methods now 
at hand, no etiological agent common to a ma- 
jority of the outbreaks has been discovered. 

In some outbreaks one or more organisms 
were predominantly present in stools, but in 
some instances even the authors question their 
etiological role; thus, B. dysenteriz Flexner was 
found by Aijtoff;? B. mucosus capsulatus and 
anhemolytic streptococcus by Jampolis et al. ;?° B. 
dispar by Johnson and Kaake; ** B. coli mutabile 
by Baker* and by Dulaney and Michelson ;* Mon- 
ilia by Durand’? and by Murphy and Mallozzi ;?8 
B. coli, P. pycocyaneus, S. viridans and others 
by Craig ;’ Salmonella (unclassified) by McKin- 
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lay ;** B. lactus aerogenes by Cass ;° and P. vul- 
garis by Costello and Lind.® It is possible that 
the organisms mentioned above were the cause 
of the outbreaks cited but in some instances at 
least even the authors felt it was not likely; that 
they served as possible secondary invaders ap- 
pears to be more plausible. The picture is fur- 
ther confused by the fact that some organisms 
considered as causative agents of outbreaks are 
or can be normal inhabitants of the intestinal 
canal of newborn infants. Furthermore, the var- 
iability of intestinal flora during the first few 
weeks of life,?*** influenced by whether the in- 
fant is artificially or breast-fed*” and the contin- 
ual change in the nasopharyngeal flora?* makes 
it difficult to determine a causative organism even 
though one or more may be consistently found 
in the stools of affected infants. 

Snyder,** working in Soule’s laboratory at the 
University of Michigan, under a grant from the 
Children’s Fund of Michigan, has investigated 
a number of outbreaks which have occurred in 
newborn nurseries in the city of Detroit. He 
was able to isolate from one outbreak only four 
strains of organisms having cultural reactions of 
the paratyphoid or Salmonella group from over 
100 fecal specimens, obtained equally from sick 
and well babies. This experience has been corrob- 
orated in subsequent investigations in which he 
has approached the problem from the possibility 
that members of the coliform group might be 
responsible. Colon bacilli are normal to every 
stool shortly after the birth of a newborn in- 
fant. Using serological methods and preparing 
specific anti-sera in rabbits against selected 
strains of coliform organisms isolated from ba- 
bies with diarrhea, he was able to demonstrate in 
two outbreaks homogeneous antigenic groups, 
not related to one another. The organisms were 
encountered more frequently in stools of the sick 
than in stools from normal infants. The colon 
strains in question disappeared with the epidemic. 
Strains isolated after the epidemic had subsided 
as well as those obtained from another hospital, 
where no outbreak had occurred, were not ag- 
glutinated. Conversely, sera prepared against 
strains from normal babies and those isolated 
from personnel in the nurseries agglutinated on- 
ly the homologous strains used in the immuni- 
zation. As Snyder states, although these results 
cannot be accepted in any manner as proof of 
a causal relationship, they are highly suggestive 
and warrant further investigation. 
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Epidemiology 
The epidemic diarrhea of the newborn de- 
scribed by Rice and his associates and the milder 
form recently encountered have epidemiological 
features which in the main are similar except 
that the former is far more fatal (average fa- 
tality rate 50 per cent). 


Geographic Distribution 

Outbreaks have occurred in lying-in hospitals 
in widely scattered parts of the United States, 
as well as in Canada, England, and France. The 
infection has been most commonly noted in the 
temperate zone. With respect to season, Rice et 
al.?»>:14:15.16,29 found that they were rather evenly 
distributed as regards spring, summer, autumn, 
and winter, where fall and winter were grouped 
together and spring and summer also. There was 
a slight increase noted in the spring and summer 
period, but the difference was not significant. 


Age, Sex and Color 


By a generally accepted definition, diarrhea of 
the newborn is limited to infants under one 
month of age. State regulations recognize three 
or four weeks of age as the period during which 
infection so designated must be reported. Oddly 
enough, the condition is found only in infants 
of this age, rarely among older infants in the 
same nursery, is not spread to older infants on 
a pediatric floor to which an infected newborn 
infant has been admitted or among adults who 
care for such infants. Sex and color do not ap- 
pear to affect the occurrence of the infection. 


Economic Status 


Economic status does not seem to play a role, 
although some authors have commented on the 
greater frequency of this condition among the 
lower economic groups. Our experience does not 
corroborate this. There is no reason to believe 
that economic status per se has any effect, and 
it is likely that the occurrence is dependent upon 
the kind of hospital involved and the type of 
service rendered. The author has seen as many 
cases among the middle and upper classes as 
among the lower, considering their respective 
proportions in the population. Furthermore, out- 
breaks have occurred in hospitals for the well-to- 
do as frequently as in charity hospitals and those 
which serve the lower economic groups. Actual- 
ly, no matter how good the physical equipment 
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or the availability of adequately trained person- 
nel, an outbreak of epidemic diarrhea of the 
newborn may occur. There is a word of caution 
indicated because of the present emergency. With 
increasing difficulty in obtaining adequately 
trained personnel, with an increase in the birth 
rate, and with an ever-increasing proportion of 
hospital-born infants, opportunity for outbreaks 
is materially enhanced. In spite of adequately 
trained personnel and satisfactory procedures, 
overcrowding of nurseries causes a break-down 
in the proper conduct of the service. 


Immunity 


Newborn infants have little or no protection 
against diarrhea. Exposure to a known case in 
the same nursery is likely to involve the major- 
ity of the remaining infants in that nursery. 
There appears to be a difference in the reaction 
of normal infants as against so-called weaklings, 
prematures, and infants who have experienced a 
long labor on the part of the mother. The lat- 
ter are more likely to develop the condition early 
and generally appear more critically ill. Usually 
they are the first to contract the disease, but in 
some outbreaks the infection has been so severe 
that the difference was not apparent. 


Feeding 
Whether an infant is breast-fed or artificially- 
fed does not affect the occurrence of the dis- 


ease. It has developed as frequently among the 
former as among the latter. 


Contributing Factors 


Undoubtedly numerous factors play a part in 
the causation, maintenance, and persistence of 
the infection. The physical appointments of the 
hospital, the location and size of the nursery, ven- 
tilation of the nursery, facilities for scrubbing of 
hands, sterilization of equipment, the method of 
preparing formulas, understaffed nursing person- 
nel, and overcrowding, among others, are likely 
determining factors. 


Mode of Spread 


An outbreak may begin explosively but gen- 
erally many infants are not affected until an 
interval of two to five days have elapsed fol- 
lowing the occurrence of diarrhea in one or two 
infants. Thereafter, a few or many infants may 
be suddenly afflicted, and unless definite measures 
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are taken immediately the majority may be af- 
fected. If the nursery is not placed under quar- 
antine, if affected infants are not placed in iso- 
lation in a separate room, and if newborn in- 
fants are admitted to the contaminated nursery, 
new cases will continue to occur from time to 
time. In the mild type of infection there may be 
a period of one to three weeks without the oc- 
currence of a new case, and then with a rel- 
‘atively new group of infants a case may again 
occur followed by numerous cases within a week. 
This state of affairs has occurred where control 
measures have not immediately been instituted 
or where they have been carried out half-hearted- 
ly. Because the etiological agent of epidemic 
diarrhea has not been discovered, it is rather dif- 
ficult to dogmatically state the mode of infec- 
tion. The infection is probably spread from in- 
fant to infant by proximity, perhaps air-borne, or 
from infant to infant through an intermediary. 
Where an enteric organism is involved, infec- 
tion occurs by hand passage or through contam- 
ination of food or water. Felsen and Wolarsky™ 
believe that infection comes about by “mouth to 
mouth” (infants) instead of “intestine to mouth.” 


Control 


It is obvious that to control any disease one 
must be able to recognize the condition. All 
cases of diarrhea should be reported to a desig- 
nated staff physician, whose duty it should be to 
pass upon the cause. He should be of an inquir- 
ing, suspicious turn of mind and should consider 
all doubtful cases as of the epidemic type until 
otherwise proved. If several cases appear simul- 
taneously or within a few days of one another, 
the local department of health should- be con- 
sulted. Both the severe and milder types of diar- 
rhea of the newborn demand the same proced- 
ures, with few exceptions. Minimum require- 
ments for the control of an outbreak are as fol- 
lows: 


1. A physician designated by the hospital, 
preferably a pediatrician, and a health depart- 
ment representative should work together. 

2. The regular nursery should be closed to ad- 
missions; sick infants should be isolated in: the 
isolation nursery or a new room set aside for 
the purposé, and in the case of a mild outbreak 
a new nursery should be set up for subsequent 
new births. In the severe type of epidemic diar- 
rhea the obstetrical service should be closed and 
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not reopened until all nurseries affected have 
been evacuated and cleaned. To procrastinate is 
to increase the number of cases and deaths. 

‘3. Nursery personnel should not be inter- 
changeable between nurseries. 

4. Infants from affected nurseries, both cases 
and contacts, should not be taken out to mothers. 

5. Treatment of affected infants and observa- 
tion of well but exposed infants should be under 
the supervision of the designated physician. 

6. The designated physician should make a 
daily check of temperature, weight, and number 
and character of stools on both ill and exposed 
well infants. 

7. Clinical records of last month’s births and 
current newborn record charts should be checked 
for missed cases. 

8. The department of health and the hospital 
should arrange for the follow-up of recently dis- 
missed infants and those dismissed following a 
reasonable period of observation. 

9. Mothers should be interrogated concerning 
illness prior to the outbreak, and professional 
and service personnel should also be questioned. 

10. When laboratory facilities are available, 
an attempt should be made to determine the etio- 
logical agent by culturing the nasopharynx and 
stools of sick and well babies and professional 
and service personnel. 

11. Formula room equipment and techniques 
should be examined and milk and water supplies 
should be carefully inspected. 

12. A careful check should be made of sani- 
tary facilities and improvements made where in- 
dicated. 


Prevention 


During the past and even at present, when ob- 
stetrical facilities are considered for new hos- 
pitals, more effort, money and time are expended 
on comforts for mothers than on essential needs 
of the newborn. Infants are usually housed in 
poorly ventilated, overcrowded quarters, having 
inadequate facilities for the scrubbing of hands 
and disposal of diapers and wastes. Basic or 
minimum requirements for newborn nurseries 
and their conduct can be found in the New York 
and Chicago regulations for maternity and new- 
born nursery services and in similar regulations 
prepared by the Michigan branch of the Amer- 
ican Academy of Pediatrics recently accepted by 
the Wayne County Medical Society, the Detroit 
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Pediatric Society, the Michigan Society of Ob- 
stetricians and Gynecologists, and the Detroit 
Hospital Council. In brief, minimum require- 
ments which aid materially in prevention of out- 
breaks of diarrhea of the newborn are as fol- 
lows: 


Hospital Facilities for Care of the Newborn 


1. Where the size of the hospital permits, 
maternity and nursery sections should be separ- 
ated from other services; where this is not pos- 
sible, obstetrical cases should be grouped to- 
gether. 

2. Nurseries should not be near labor or 
service rooms nor should they be placed on busy 
corridors. 

3. Facilities for housing newborn infants 
should consist of one or more well-baby nurs- 
eries, an isolation nursery, and a nursery for pre- 
mature infants. 

4. Nurseries for well babies should be ad- 
jacent to the maternity ward or floor to obviate 
transporting the infants for a long distance. The 
isolation nursery should be apart and some dis- 
tance from the regular nursery. 

5. Infants should be transported to the moth- 
er in their individual bassinets and not in “car- 
ryalls” or group carriers. 

6. All ill babies or those born of ill mothers 
should be placed in the isolation nursery. 

7. Babies born outside the hospital should not 
be admitted to newborn nurseries, nor should 
mothers delivered outside the hospital be admit- 
ted to the maternity floor. 


Nurseries, Equipment and Supplies 


1. The nursery should be light, airy, well 
ventilated, with humidity controlled. 

2. There should be an anteroom to the reg- 
ular nursery for examination of infants and the 
housing of examination instruments, with facil- 
ities for the scrubbing of hands. Physicians 
should not enter the nursery. 

3. Infants should have individual bassinets. 

4. The space allotted to each infant should con- 
sist of 20 sq. ft. or 200 cu. ft. Bassinets should 
not touch one another. 

5. Equipment in the nursery should be lim- 
ited to furnishings and supplies necessary for 
the care of newborn infants. 

6. There should be an ample supply. of hot 
and cold running water in all nurseries. 
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7. Bathing of the infant should not be done 
at a common table or slab; rather bathing should 
be done in the bassinet, using properly labelled 
individual equipment, including a thermometer. 

8. Babies should be weighed after the bath 
and the scales should be redraped after each 
weighing. 

9. The changing of diapers should be done in 
the bassinet. 

10. Hampers should be provided for soiled 
linen and diapers and for containers and waste. 
Soiled material and waste should not be allowed 
to accumulate. 

11. Refrigeration should be adequate to ac- 
commodate all formulas for a period of twenty- 
four hours. 

12. Cleaning in the nursery should be restrict- 
ed to wiping with moist cloths and the cleaning 
of floors by mopping. This should be done dur- 
ing the time the infants are out of the nursery. 
Dry sweeping or dusting should be prohibited. 


Formula Room 


1. The formula room should be separate from 
the diet kitchen and nursery. 

2. Supervision of the formula room should be 
in the hands of a dietitian or nurse especially 
trained for the purpose. 

3. Individuals who prepare formulas should 
scrub as for a surgical operation before, and 
maintain aseptic technique during, the preparation 
of formulas. They should not engage in work 
which necessitates their caring for, or coming in- 
to contact with, infected infants or adults, nor 
with the professional or service personnel of 
nurseries for the newborn. 

4. Formula bottles, bottle caps, nipples and 
utensils should be sterilized just prior to prep- 
aration of formulas. The sterilization should be 
done in a place other than the formula room. 

5. All formulas should be prepared in the 
central formula room. The day’s supply for each 
infant should be made up at the same time and 
each bottle should be properly labelled and placed 
in a wire rack. When all formulas have been 
prepared, racks should be transported to the 
nursery refrigerator. Formulas should not be 
stored in bulk. 


Nursing Personnel 


1. Each nursery should have separate nursing 
personnel under a supervisor who is a registered 
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graduate nurse, preferably with special nursing 
training. 






























































2. An adequate number of nurses (optimum— 
one nurse for each eight infants) should be pro- 
vided for duty covering the entire twenty-four- 
hour period. 

3. There should be no interchange of nursing 
personnel between the isolation and _ well-baby 
nurseries, 

4. Nurses other than those connected with 
the newborn nursery should not enter the nurs- 
ery except private duty nurses caring for an in- 
fant. 

5. The care of premature infants should be 
in the hands of a graduate nurse who has had 
special training in the care of premature infants. 
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The problem of the care 
of the newborn has changed so rapidly in the last few 
years with the increase of hospital care for deliv- 
eries that new problems have to be met and new 
situations encountered. As a consequence we must 
review the whole problem of the care of the newly- 
born infant with this in view. Mortality statistics 
show some reduction but not sufficient. The matter 
of maternal nursing is one of the most serious prob- 
lems to be met and conquered. Other conditions 
such as epidemic diarrhea, impetigo, septicemia and 
especially prematurity must be considered and ones 
which must be met with all newer factors in view. 
Question of the newborn nursery and the place of 
the public health authorities in control are subjects 
for our examination. 


It is only within recent years that the newly- 
born period has been considered as anything 


but a private concern of the physician and 
mother. It has entered very little into the public 
health efforts and it is only with our success in 
overcoming the conditions of infancy that the 
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mortality statistics in the first few weeks of life 
began to assume a position which they had long 
since deserved. The reason for this was that 
while we were able to reduce the death rate in 
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children past the newborn period, there was 
little or no reduction in the first two weeks of 
life and while the picture is somewhat better 
at the present time, still there are a large num- 
ber of conditions which produce death at this 
age which have very largely baffled us in our at- 
tempts to conquer them. 

There, too, have been two general conditions 
which have affected the newborn materially and 
which, although by no means new, at least have 
assumed much larger proportions within recent 
years. I speak of the hospitalization of maternity 
cases and the univérsal use of anesthesia during 
delivery. The increased hospitalization of ma- 
ternity cases has meant that the hospitals have 
assumed the care of a physiological condition 
more or less as a preventive measure. Certainly 
the birth of a child may be regarded as a normal 
function of the human body and the hospitaliza- 
tion of maternity cases has had as one of its 
chief reasons the reduction of danger to the 
mother at this period. Both, the mother and 
baby, have been subjected to a certain amount 
of risk as the result of this. If anyone will take 
the trouble to look up the sfatistics of the ma- 
ternity hospitals in the pre-antiseptic era, one 
will see that the mortality of these mothers was 
extremely high. With our modern techniques 
such conditions are reversed and it is certainly 
unusual for mothers to suffer from infections at 
childbirth if they are hospitalized. 
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There are, however, to the child, certain 
hazards which on the surface are not apparent. 
One can, of course, readily understand that 
the child is subjected to epidemics, diarrhea and 
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impetigo and to other infectious conditions which 
may be contracted in spite of the greatest watch- 
fulness on the part of the personnel of the hos- 
pital, but there is another hazard which it seems 
to me, though less evident, is really of greater 
moment and that is the hazard of a well child 
taken care of in a hospital. The interpretation 
of everything that happens to that child or 
every sign or symptom that the child may have 
is based on the pathologic rather than the physi- 
ologic. All too frequently the doctors and the 
nurses have no adequate conception of the 
physiology of this period with a consequence 
that they interpret what they see often times 
incorrectly. 

The importance of the newborn period from 
the standpoint of public health is only partially 
shown in mortality statistics but consideration 
of these will give us some idea of the difficul- 
ties which we may encounter. In the first place 
let me show a recent chart which was prepared 
by the Children’s Bureau showing the infant 
mortality rates by age. In Chart I we see that 
the death rate in the first day of life has not 
materially changed in the last twenty-five years. 
That while there has been a marked reduction 
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in the death rate between the second and the 
twelfth month, a fall from sixty to twenty, there 
has been but a very slight decrease in the first 
month and that the deaths in the first month of 
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life constitute three-fifths of the deaths in 
the first year of life. If we turn next to Chart 
If, which again is taken from the reports of 
the U. S. Children’s Bureau, showing the break- 
down of the neonatal deaths, we find that 84 per 
cent were due to prenatal influences and natal 
causes. We will come back to this presently. 
The other conditions mentioned here are prob- 
ably more amenable to correction than are those 
due to prenatal influences. In Chart III we find 
that the mortality trend in the neonatal period 
has been slowly downward, that the decrease in 
mortality has been greater in the group as a 
whole than in those of premature birth. 

In considering the causes of death in the 
newborn, we are very much disturbed by the 
fact that 84 per cent are due to causes over 
which we have so little control. It is true that 
injury at birth constitutes 15 per cent. It is also 
true that this number may be materially reduced 
with better obstetrics, but viewing the other 
69 per cent we must pause and consider. The 
cause of prematurity in the vast majority of 
cases escapes our knowledge and while we may 
be able to find this cause and correct it, it seems 
unlikely to me that we will for many years 
to come, have a group of prematures in almost 
like proportion. That knowledge of their care 
may reduce the mortality is certainly true but 
if we consider, as some do, that at least 25 per 
cent of conceptions are not brought to the point 
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where they are readily recognized medically but 
that the fetus is extruded before this time, we 
cannot expect too much of a reduction in the 
number of prematures because anything which 
will tend to reduce prematurity it seems logical 
to expect would also carry such conceptions fur- 
ther along towards term, so that while we may, 
by giving careful attention to premature infants, 
reduce the mortality in these conditions, we are 
not likely to reduce materially the number or 
percentage of premature deliveries. 

Strange as it may seem the question of con- 
genital deformities may be viewed with a cer- 
tain amount of hope. This hope lies in the fact 
that as the result of animal experiments it 
seems not at all unlikely that some deformities 
may be based on inadequacies of diet. If this 
be true then betterment of the general diet of 
the country at large would mean a decrease in 
the number of cases of congenital deformities. 
We do not know enough yet about this subject 
to lay stress on just what portions of the diet 
should be stressed. Another thing which is cer- 
tainly determining in this situation is that prac- 
tically all congenital deformities have their origin 
before the second month of intra-uterine exist- 
ence, therefore, usually before there is any knowl- 
edge of the conception. As a consequence it 
would be possible in the individual instance only 
rarely to prescribe a diet. This diet would have 
to be something which had been followed pre- 
viously. We will take up later the question of 
those conditions contained in the 16 per cent not 
yet discussed, but we can say that of the 84 per 
cent, there is still a chance for definite reduction 
of the mortality. 

As indicated previously one of the hazards 
with respect to the newborn child is the question 
of breast feeding. This is of much importance 
since the determination as to whether or not 
the child shall be nursed by the mother is made in 
the first few days of life. Almost never does 
a child pass this period as a bottle-fed baby and 
later develop the mother’s breast. It is there- 
fore important that we look into this situation 
carefully so that we may meet the condition in 
the best possible way. 


Breast Feeding 


I must take the position that breast milk is 
the best food for the infant. This does not 
mean that occasionally breast milk is not good 
nor that occasionally artificial food is not better, 
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but taken by and large, there is no evidence that 
I have ever seen that a child can be brought 
up as well on artificial food as it can on breast 
milk and this in spite of all the advances that 
have been made in the science of nutrition with- 
in the last few years. It seems to me, therefore, 
that it would be wise to use every effort possible, 
first, to see that the child gets its proper heri- 
tage which is breast milk and, second, to see 
that the mother who gives it is properly nour- 
ished. There are certainly things that in recent 
years have militated against breast feeding. One 
is the widely accepted fallacy that artificial food 
is as good as breast milk for a human nursling. 
A second is, as previously indicated, that de- 
livery in the hospital has resulted in two set- 
backs; one, the overuse in many instances of 
anesthetics and sedatives during delivery which 
has often resulted in the birth of a child cyanotic 
and comatose, conditions which may remain for 
two or three days, the period which is of the 
utmost importance to the child so far as develop- 
ing the flow of breast milk is concerned; and 
second, these children are born in a hospital and 
being born in a hospital they are patients of a 
hospital and being patients of a hospital they are 
regarded as pathologic entities. This is of course 
far from the truth. The importance of this is 
the psychological effect upon the doctors, nurses 
and other attendants. Let me illustrate by a 
practical example. Some years ago at the Rush 
Medical College in Chicago there was developed 
an outpatient newborn service. This was in addi- 
tion to the inpatient service for those who could 
not afford to pay. If anything, the group in the 
hospital were in somewhat better circumstances 
than those who were delivered in the home. A 
small percentage of those in the hospital were 
pathologic labors. This was not true in the home, 
but the percentage was very small. After we 
had been taking care of the newborn in the out- 
patient department for some years, we began 
to take stock and from our records it was very 
apparent that about 97 to 98 per cent of the 
babies were terminating the lying-in period on 
the breast. We then looked into the situation 
so far as the hospital was concerned. This was 
a hospital where for years the pediatric service 
had had charge of the newlyborn. 


Not only 
that, but the pediatricians in this hospital, were 
sold to the idea that children should be brought 
Yet in spite of these circum- 


up on the breast. 
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stances we found that less than half of the babies 
were ending the lying-in period on the breast. 
There was certainly something about the hospital 
that made this difference. The simplest thing 
that occurred to us was that we were not using 
the proper technique for getting the babies to 
take the breast so we decided that we would 
adopt a general rule: “That no baby should be 
given artificial food until it was a week old.” 
Now, of course, rules have to be broken and in 
a few instances unquestionably that was true here 
but by sticking as close to this rule as we could 
we raised the number of babies leaving the hos- 
pital at the end of the lying-in period on the 
breast, to just about 90 per cent. My interpreta- 
tion of what happened is that the nurses and 
doctors felt that because these children were in 
the hospital and because they were losing weight 
they had to be fed. They failed to realize the 
fact that most of the loss of weight came from 
the loss of feces and urine and was not in the 
true sense of the word a reduction in the child’s 
nutrition, but the very process of offering a bottle 
to these children resulted in them being unwilling 
to work hard enough to develop the breast and 
therefore these children were denied the privilege 
of being nourished on their mother’s milk. I 
trust that no one will interpret this as meaning 
that I think all children fit into a groove and 
that they must be taken care of in a certain way. 
I most assuredly do not. Each child is an indi- 
vidual problem and must be treated as such. The 
important thing is to have a certain amount of 
common sense and a proper perspective on the 
part of the doctors and nurses. 


Epidemics 


Very closely allied to this subject is the ques- 
tion of epidemic diarrhea in the newborn period. 
This situation is a hard one to meet because the 
evidence of the source of infection, for infection 
it doubtless is, is extremely hard to obtain. Even 
in those newborn wards which are most properly 
administered, an occasional epidemic of this type 
is likely to occur. There are two things that 
may be said, however, regarding epidemic 
diarrhea. One is that these epidemics develop 
with much less frequency in hospitals where the 
children are largely on the breast and the second 
is that breast feeding is of paramount importance 
in the treatment. Again I would not be mis- 
understood. Infections can come from any place. 
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They can come from bottles, or they can come 
from hands. They can even come from the air. 
We, therefore, by promoting breast feeding will 
not do away with such epidemics but we will cer- 
_ tainly decrease their severity and their frequency. 

My next subject is one which has been a 
severe trial to all hospitals which for any length 
of time have had a newborn ward. I speak of 
impetigo or pemphigus of the newborn. It seems 
impossible by any technique so far devised to 
prevent the occasional development of this con- 
dition. Not only is this true but it is also true 
that the condition develops in the home in iso- 
lated cases. The only thing that can be done 
when it does develop is to isolate the children 
affected absolutely, close the newborn ward in 
which these infections occurred and cleanse it 
thoroughly in every way. A change of nursing 
personnel may even be necessary. Whether the 
use of the new sulpha drugs as ointments or used 
internally will affect this situation, it is too early 
as yet to say. The condition is not without 
danger to the child and requires the most efficient 
care both of the individual case and within the 
hospital. 

Fortunately the next condition which I wish to 
discuss is becoming more and more rare, namely, 
septicemia. This occasionally occurs under 
modern conditions. The number of such cases of 
birth infections is certainly decreasing and will 
probably continue to do so. Other infections 


such as tetanus and respiratory infections are 
not of great moment. 


Prematurity 


The last group of cases is that concerned with 
prematurity. These account for a large propor- 
tion of the deaths in the first two weeks of life. 
They account for a still larger proportion of the 
stillbirths and it seems to me likely that for some 
years to come prematurity will be a major prob- 
lem of child health. Those measures which will 
prevent the premature birth of the child will also 
likely prolong in other instances the period of 
pregnancy to the point where the child is viable. 
Perhaps I am wrong but I should expect that the 
problem of prematurity would not be essentially 
changed in the immediate future. There are a 
great many ways of stating this problem because 
there are a great many ways of preparing statis- 
tics. From our standpoint, the problem is not 
a problem of how many children live past the 
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twenty-four-hour or forty-eight-hour period or 
how many die of congenital deformities and so 
forth ; it is a question of what the actual mortality 
in prematurity is; and we must say that under 
good conditions about one-fourth to one-third 
of these babies are lost. There may be objections 
on the part of some to viewing the situation 
from this standpoint but certainly until we find 
out the means of preventing prematurity as well 
as the means of preventing congenital deformities 
and the means of preventing infections of one 
sort or another we must regard these cases as 
medical cases which are subject to the proper 
kind of treatment if such treatment is developed. 
Unless we approach the problem of prematurity 
from this angle we are not, from a public health 
standpoint, capable of giving it the kind of atten- 
tion which it deserves. Now when we approach 
the subject of prematurity in this manner we find 
that our efforts are oftentimes inadequate. A 
great deal has been said and written in recent 
years about the apparatus which should be em- 
ployed in the care of the premature infant and 
this is all to the good, but we are forgetting 
oftentimes the necessity for laying stress upon 
the human element. You cannot replace the 
nursing of a competent nurse nor the experience 
of a well trained and practical physician with all 
the apparatus in the world. Given the proper 
nurse and proper physician the apparatus will 
help but without these, the apparatus acts only 
as a deterrent to proper medical care because it 
gives one a false sense of security. 





Conclusions 





We see, therefore, that the newborn is very 
definitely a public health problem, that most of 
the conditions which affect it adversely from a 
mortality standpoint are due to the natal or pre- 
natal conditions; that, however, those conditions 
such as diarrhea and impetigo are likely to be 
serious at this age and to occur in epidemic form 
in hospitals, a situation for which the layman will 
hold the hospital responsible, deservedly or not. 
We also must ask the hospital or rather its doc- 
tors and nurses to assume the responsibility of 
promoting breast feeding within its walls since 
such a large proportion of babies are now born 
in hospitals. This in my opinion is a matter 
more of the psychology of the situation than any- 
thing else. 

The question then comes up as to what position 
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public health authorities should take in respect 
to these questions. It is becoming more and more 
evident to hospitals that to protect themselves they 
must have public health regulations for the pro- 
tection of the newly born infant; that the state 
or municipal authorities must supply these regula- 
tions and see that they are lived up to. The pro- 
tection afforded a hospital under these conditions 
is self-evident and it simply brings about a con- 
dition whereby the newlyborn receives the care 
and attention which it deserves. 


Nore: The three charts accompanying this paper are 
published with the consent of the U. S. Children’s 
Bureau, Department of Labor, Washington, D. C. 
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The paper defines vertigo, outlines the various forms 
and summarizes the symptoms and diagnosis. A case 
is reported of psychogenic vertigo. 


" A piscussion of the symptom vertigo would 
avail naught unless we first have a clear un- 
derstanding of what this term implies. True ver- 
tigo manifests itself as a sense of rotation, either 
of the patient or of the surrounding objects, and 
must not be confused with dizziness, which im- 
plies a feeling of light-headedness, weakness or 
faintness. It is often difficult even with a thor- 
ough history (and we must obtain an accurate 
and careful history) to interpret the symptoms 
which the patient so frequently describes with 
difficulty. We have been aided by asking the pa- 
tient to compare his symptoms with those which 
are produced by a caloric test. 


iat Read before the Seventy-seventh Annual Meeting of the 
Michigan State Medical Society at Grand Rapids, Michigan, 
September 25, 1942 
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The definition of vertigo given by W. Russell 
Brain*® is: “the consciousness of disordered ori- 
entation of the body in space.” This may be so 
mild as to be recognized only as a fleeting sen- 
sation of rotation, barely perceptible, or so severe 
that the patient may be thrown to the ground. 
Usually vertigo is described as unsteadiness or 
staggering while walking, or as an attack of rota- 
tion, frequently accompanied by nausea or vom- 
iting, fullness in the head, blurred vision and 
often frequency in urination. 


The conclusion that a patient is suffering from 
vertigo, and the determination of the cause of 
this vertigo, may only be ascertained after a 
thorough otological examination which includes 
hearing and vestibular tests, and may require 
consultations with the ophthalmologist, the in- 
ternist, the neurologist and the psychiatrist. 

The causes of vertigo are so diverse it is pos- 
sible to enumerate but a few. I would like to 
discuss at some length the local causes of vertigo 
in the ear, and to mention only the more remote 
causes. 


Causes 





1. Ocular.—Eye conditions do produce dizzi- 
ness but I believe rarely cause vertigo. Adler? 
states that ocular vertigo is nearly always a 
physiological reaction and is never very severe. 
It may occur in muscle imbalance or paralysis, 
and diplopia. 


2. Neurological_—A great variety of lesions— 
vascular, infections, tumors or trauma involving 
any region of the central nervous system may 
produce vertigo. Tumors which are slowly ex- 
pansile must destroy the vestibular pathways to 
produce vertigo. Alpers? mentions the following: 


(a) Auditory nerve—cerebello-pontine angle 
tumor, aneurysm, and arachnoiditis. 


(b) Brain stem—syphilis, poliomyelitis, hem- 
orrhage, hypertension, multiple sclerosis, syringo- 
bulbia, thrombosis of one of cerebellar arteries, 
infiltrating tumors of pons, medulla or brain 
stem. 


(c) Cerebellar—tumors, abscesses, 


hemorrhage. 


cysts, 


(d) Cerebral—tumors and abscesses, enceph- 
alitis, syphilis, thrombosis of cerebral vessels, 
cerebral hemorrhage, subarachnoid hemorrhage, 
anoxemia, trauma. 
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3. Systemic.—Arteriosclerosis, hypertension, 
hypotension, cardiorenal disease, anemia, meta- 
bolic disturbances, (diabetes, hypothyroidism) 
drugs, (quinine, nicotine, salicylates) allergy, in- 
fections from teeth, tonsils, gastrointestinal 
tract, occasionally in mumps, measles and scarlet 
fever. 


4. Aural.— 


(a) Otitis media—Vertigo may occur in acute 
infections of the middle ear and is generally re- 
lieved by a paracentesis. In an acutely discharg- 
ing ear, vertigo is a dangerous symptom and in- 
dicates a perilabyrinthitis, which, unless inter- 
rupted, may rapidly spread to the labyrinth and 
meninges, resulting in a total loss of hearing, a 
dead labyrinth and a purulent meningitis. 


Vertigo is much more common in chronic otitis 
media, and not infrequently is associated with 
the presence of cholesteatoma or a fistula into the 
horizontal canal. These patients should be kept 
under close observation, and drainage of the sup- 
purative process must be provided by a radical 
mastoid operation. 


(b) Trauma—The vertigo associated with 
head injury may be of cortical, brain stem or of 
aural origin. In the latter the labyrinth may be 
injured either by concussion or fracture of the 
temporal bone. Fractures of the temporal bone 
may be longitudinal with injury to the middle 
ear, or transverse involving the inner ear. 
Grove* states that when “there is a marked hem- 
orrhage into the vestibule or when the vestibule 
has been fractured, the vertigo is violent, exces- 
sive and continuous, but tends to disappear after 
a few weeks.” 

All patients with a head injury should have 
an immediate otoscopic examination, a hearing 
test when fully conscious and able to codperate, 
and vestibular tests when the chance of introduc- 
ing an infection has passed. 

(c) Méniére’s Syndrome—Although there is 
considerable controversy about this syndrome, I 
still feel we are dealing with a clinical entity, the 
cause or causes of which have not been deter- 
mined. Hallpike and Cairns* have shown in 
Méniére’s syndrome, that there is a marked dila- 
tation of the endolymphatic spaces. Lindsay® re- 
ports a case of labyrinthine dropsy in a patient 
with a history of tinnitus and increasing deafness 
over a period of fifteen years, but the symptom of 
vertigo was absent. Patients suffering with this 
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disease have sudden attacks of vertigo, with tin- 
nitus and a progressive inner ear type of deaf- 
ness. The tinnitus may precede the attack by 
weeks or months and is generally aggravated 
during the attack. The patient during the attack 
is nauseated and frequently vomits. The attacks 
last a few hours, recur with increasing frequency 
and severity, and the patient feels normal be- 
tween the attacks. It is a disease of middle life 
and generally more frequent in men than women. 
It may be bilateral but generally is unilateral. 


(d) Cerebello-pontine angle tumor—Patients 
with unilateral tinnitus and nerve deafness, for 
which no cause can be found, should be kept un- 
der observation as a possible eighth nerve tumor. 
It is difficult to diagnose these cases early, before 
the classical symptoms of this tumor become 
manifest. Vertigo is rather infrequent but when 
present usually occurs late in the disease. 


5. Psychogenic.—No patient who complains 
of vertigo should be diagnosed as neurotic, but 
occasionally we are forced to this conclusion. As 
an example, I would cite the following case 
record. 


M. G., aged thirty-four, female, white, No. 282997— 
Wassermann test negative. This patient was first seen 
in November, 1938, by the Neurological Department, 
with the complaint of dizziness and pain in the right 
ear. Her illness dates back to the previous May when 
she had an acute right otitis media. Following this 
she has had a persistent pain in the back of her head 
and tenderness over the mastoid. This has been fol- 
lowed by tinnitus in the right ear, and an unsteadiness 
in which she feels like falling to the right, and objects 
appear to rotate. This unsteadiness is more marked on 
movement, has become progressively worse and she 
is now a semi-invalid. 


Physical examination gave essentially negative find- 
ings except for the following: Right tympanic mem- 
brane reveals slight injection in Shrapnell’s area; 
slightly diminished hearing in the right ear; slight 
horizontal nystagmus, quick component to left; and 
hyperactive vestibular response, right ear. X-ray re- 
vealed a chronic mastoiditis with sclerosis, right, and 
a suggestion of involvement of the right petrous. 


Neurological impression: A possible extra-cerebellar 
lesion. 


Treatment: A simple mastoid operation, right, re- 
vealed a few dirty granulations and softening of bone 
beneath cortex and overlying lateral sinus plate. The 
deeper cells were hard and sclerotic with no evidence 
of infection. 


Progress: This patient made a rather rapid recovery 
with disappearance of vertigo and pain in a few days, 
(Continued on Page 494) 
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Public Helations 


Where are the strong men of medicine today? In former 
years outstanding Doctors of Medicine considered it their ob- 
ligation to point out to the people of our country the danger 
signs of the age. They strongly warned against foreign ideol- 
ogies pertaining to medicine and vigorously denounced those 
who advocated socialized medicine. They were ever alert to 
encroachments upon the practice of medicine; they exposed 


‘unsound practices to the public and the profession. They bold- 


ly asked the cultists to name one scientific achievement made 
by a member of their school or to mention one life-saving 
medical discovery that had come from their fountain head 
of knowledge. They labeled fakers and quacks and all their 
nostrums. They fought to increase the educational standards 
and to improve the scientific training requisite to the practice 
of medicine. They presented facts to legislators in matters af- 
fecting medicine and directed medical legislation for the good 
of all people. 


Surely these leaders in medicine, these prominent citizens 
in communities, who by their personal and professional lives 
commanded the respect of and rendered this service to the 
people, have not disappeared from our civilization! In every 
community there are Doctors of Medicine who do and can 
serve the people of their towns and cities not only in rend- 
ering good medical service but in acting as wise counselors, 
civic leaders, and moulders of public opinion. 


The presentation to the laity of medical problems by such 
leaders would be most helpful to the Michigan State Medical 
Society. This type of public relation would be more valuable 
than radio addresses, written pamphlets, and discussions in 
daily newspapers. A request has been made that each county 
society select one or more physicians of the type described 
above. Let us consider this matter seriously and not miss the 
opportunity of presenting our problems to the public through 
the right sources. 


NOG Cacasagge 


President, Michigan State Medical Society 
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POSTWAR PLANNING 


™" The National Conference on planning for war 

and postwar medical services held a most im- 
portant all-day session in New York March 15, 
1943. It was under the auspices of the Carlos 
Finley Institute of the Americas, with the Co- 
operation of the American Medical Association, 
the American College of Physicians, the Ameri- 
can College of Surgeons, the American Drug 
Manufacturers Association, the American Hos- 
pital Association, the American Pharmaceutical 
Manufacturers Association, the American Phar- 
maceutical Association, the American Surgical 
Trade Association, the Wholesale Surgical Trade 
Association, and the National Physicians’ Com- 
mittee for the Extension of Medical Service. Ap- 
proximately eight hundred physicians and lead- 
ers of allied medical industries attended. 

The problems to be faced in the near as well 
as the distant future are summarized editorially 
by the North Carolina Medical Journal, April, 
1934: 


The conference had no legislative or executive power, 
and hence no motions of any kind were introduced; 
but considering the wide variety of topics discussed, 
there seemed to be rather remarkable unanimity among 
the audience. 

1. The nature of medical practice will be changed 
as a result of the war. It will be necessary for us 
to brush up on our knowledge of some diseases re- 
garded as peculiar to the tropics, and on others which 
we thought were virtually obsolete. Malaria, the dysen- 
teries, plague, typhus fever, and yellow fever are among 
the diseases which will assume greatly increased im- 
portance. Influenza may or may not play the villain’s 
role it did in the first World War. 

2. The shortening of the educational process, in- 
cluding medical education, may be permanent; this re- 
mains to be seen. 

3. The United States and her allies will be militar- 
ized long after the actual cessation of hostilities; this 
will mean that large numbers of doctors must be kept 
in the armed forces. Those in civilian practice may 
have to surrender some, if not much, of their former 
independence and submit to Some form of government 
control. Certainly, greater activity of public health de- 
partments may be expected. 

4. In world rehabilitation, the medical profession will 
be expected to play an important part; how important 
remains to be seen. The Red Cross is the logical agency 
to take the lead in distributing relief to the world. 
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5. Plans should and doubtless will be made to fore- 
stall the tremendous waste of medical and surgical sup- 
plies left over at the close. of the war. Many of these 
will be needed by the Red Cross in the work of re- 
habilitation; the hospitals will need to replenish their 
depleted stocks; and various other outlets for surplus 
materials can be found. 


6. The task of planning for war and postwar medi- 
cal services is so gigantic and each of the many groups 
now functioning is so engrossed with its own problems 
that it seems urgently necessary to have a single agency 
or committee to codrdinate the various medical and 
allied advisory groups associated with official and semi- 
official agencies in the great task of winning the war 
and of preparing for its aftermath. 


Medicine is the profession above all others 
that is called upon to sacrifice, to help, and to 
donate in all health movements. To insure co- 
operation, and in justice, organized medicine 
should be consulted in all matters of health 
legislation and regulation. We should demand 
such consideration. 





WHERE DOES IT LEAD? 


™ The art and practice of medicine in the United 

States has in the past generation become recog- 
nized as of the highest standard. Practitioners 
are among the world’s leaders alongside American 
engineers, teachers and businessmen. It has been 
a long and persistent climb from the time that a 
doctor’s education was not considered complete 
without a study period in Europe. American 
medicine has become of age, and her accomplish- 
ments are only beginning. 

Medicine has supplied about 45,000 men to 
the armed forces, and given our soldiers and sea- 
men a potential service not to be outdone any- 
where. About 10,000 more will go this year. 
Another 25,000 are working actively in Selective 
Service, without compensation. 

At home doctors of medicine regardless of age 
are serving the civilian needs, industry, and the 
rapidly expanding defense communities so well 
that all essential services are functioning to 
capacity: The hospitals are full, the health de- 
partments are more active than ever before, the 
medical colleges have been stepped up in tempo, 
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nurses are being trained and no one wants for 
necessary medical care. 

Doctors of medicine are meeting the challenge 
of all-out warfare by adjustment to new condi- 
tions and demands. The army and navy have 
been served as have also the hospitals, the home 
and office needs, and increasing calls of industry. 

In spite of such unselfish and magnificent show- 
ing which medicine has made, it is evident that 
efforts at fundamental changes of medical life 
and practice are being fostered in an endeavor 
to further a national socialism, such as hinted by 
the Delano plan, and using the national emer- 
gency as a cloak for departure from our demo- 
cratic ways which have built up American medi- 
cine to its present level. The status of medicine 
may be of secondary consideration to government 
leaders, the first being a new. world order, free- 
dom from want (of medical service). 

The latest pressure is the use of a $1,200,000 
federal appropriation’ made March 18, 1943, 
which made available to Michigan a fund of 
$37,500 plus, to provide medical, nursing, and 
hospital maternity and infant care for wives and 
infants of enlisted men in the armed forces, and 
offering to pay $40.00 for complete maternity 
care, this to be arranged for and paid through 
the Michigan Department of Health, and to be 
available to soldiers’ wives without regard to 
indigency. The proposed federal grant for next 
year is five times that for this year, $6,000,000. 
This money is to be disbursed through the direc- 
tor of the Bureau of Maternal and Child Health 
of the Michigan Department of Health. This 
makes the first time the Michigan State Depart- 
ment of Health has embarked upon the prac- 
tice of Medicine, and this is only obstetrics and 
pediatrics. What is to prevent the Department 
from including care for any illness, or any sur- 
gery, or eye, ear, nose, and throat next month 
—or next year? 

We are told this is temporary, for the dura- 
tion of the war and six months after, but noth- 
ing is sO permanent as a temporary expedient. 
Soldiers’ wives will then be veterans’ wives. 


The wives of our soldiers will receive all 
needed care from our doctors of medicine with 
or without a fee, or this proposed program. 

If the anxiety for soldiers’ wives is a true 
one why not use some measure or effort to 
relieve those wives of the housing worries? Why 
not provide for relief of living costs? Why not 
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look after needed dentistry? These may be more 
pressing than medicine. 

Most of the doctors of medicine at home as 
well as those in the armed forces wish to return 
to and continue the practice of medicine and 
surgery in an American and democratic way. 
They realize that many economic changes are in- 
evitable in the immediate future, but hope to 
forestall too radical ones. 

In adjusting themselves to wartime needs and 
postwar changes physicians must remember that 
they have the faculties of leadership, and those 
with such potentialities have an added moral duty 
to preserve for their brothers who are fighting 
the Nation’s battles on foreign fields some sem- 
blance of the practice to which they hope to 
return. If through indifference, or inaction, or 
greed sacred privileges are lost the criticism 
can only be what has been earned, but then it 
will be “‘too late.” 

Do the individual doctors want this subsidy 
with all it portends? 





SEVENTY-EIGHTH ANNUAL MEETING 


™" The 1943 Michigan Postgraduate Conference 

on War Medicine—the 78th annual meeting 
of the State Society—will be held at the Statler 
Hotel, Detroit, September 22-23-24. The scien- 
tific program will be as stellar as in the past and 
will include, among the twenty-two out-of-Michi- 
gan guest essayists such famous names as Walter 
C. Alvarez, M.D., Paul R. Cannon, M.D., E. L. 
Jenkinson, M.D., Sister Elizabeth Kenny, Peter 
C. Kronfeld, M.D., Frank H. Lahey, M.D., Har- 
old I. Lillie, M.D., Irvine McQuarrie, M.D., Rob- 
ert D. Mussey, M.D., James E. Paullin, M.D., 
Edward A. Schumann, M.D., Kellogg Speed, 
M.D., John C. Whitehorn, M.D. 

This concentrated three-day postgraduate course 
presents an opportunity to the busy practitioner 
of medicine which cannot be missed. 





AGAIN BUY WAR BONDS 


™" The war is coming home to us. Some of 
our Michigan doctors have already been in- 
valided home, and released from service. They 
will resume limited practice. Their presence re- 
minds us of our duty and our privilege of buy- 
ing more and more bonds. And remember the 
MSMS Foundation for Postgraduate Study. 
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TENTATIVE OUTLINE OF “1943 POSTGRADUATE CONFERENCE 
ON WAR MEDICINE” 


78th Annual Meeting, Michigan State Medical Society 
Detroit—Statler Hotel—September, 1943 
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MICHIGAN STATE MEDICAL SOCIETY 
The 78th Annual Meeting 


Postgraduate Conference on War Medicine 


DETROIT—1943 











os 7. President - Elect’s Address—C. R. 
Official Call Keyport, M.D., Grayling 
The Michigan State Medical Society will convene in 8. Annual Report of The Council— 
— Annual Session in Detroit, Michigan, on September 20- A. S. Brunk, M.D., Detroit, Chair- 
21-22-23-24, 1943. The provisions of the Constitution man 






9. Report of Delegates to American 


and By-laws and the Official Program will govern the . eg 
Medical Association — Henry A. 


deliberations. 








H. H. Cummines, M.D., President , Luce, M.D., Chairman 

-_ A. S. Brunk, M.D., Council Chairman 10. Resolutions** ; ; 
P. L. Lepwince, M.D., Speaker 11. Reports of Standing Committees: 
G. H. SoutHwick, M.D., Vice Speaker (a) Legislative Committee 





(b) Committee on Distribution of 
Medical Care 

(c) Representatives to Joint Com- 
mittee on Health Education 


Attest: L. FerNaAtp Foster, M.D., Secretary 


















(d) Medical-legal Committee 
House of Delegates (e) Preventive Medicine Committee 
es x ancer 
Monday and Tuesday, September 20-21, 1943 Maternal Health 
Statler Hotel, Detroit Syphilis Control 
Tuberculosis Control 
= MONDAY, SEPTEMBER 20 Industrial Health 
7:30 p.m. Registration of Delegates Mental Hygiene 
8:00 p.m. First Meeting, Ballroom Child Welfare 
Iodized Salt 
TUESDAY, SEPTEMBER 21 Heart and Degenerative Dis- 
, : eases 
= 10:00 a.m. Second Meeting, Ballroom (f) Committee on Postgraduate 






8:00 p.m. Third Meeting, Ballroom 
(Such additional meetings as necessary will be held 
Wednesday, September 22, beginning at 10:00 a.m.) 


Medical Education 
(g) Committee on Public Relations 
(h) Committee on Ethics 
12. Reports of Special Committees: 
(a) Committee on Nurses’ Training 


HOUSE OF DELEGATES, 1943 (b) pn Committee on Pre- 


licensure Medical Education 






















Ballroom, Statler Hotel, Detroit tc) alee Commniiee 7 

1) Advi r C itt t - 

ORDER OF BUSINESS* 0 oe 
(e) Scientific Work Committee 

MONDAY, SEPTEMBER 20 (f) Professional Liaison Committee 





(g) Beaumont Memorial Committee 
(h) Medical Preparedness Commit- 





8:00 p.m.—First Meeting 
1. Call to order by Speaker 
























; , tee 
e as Committee on Credentials (i) Postgraduate Extension Com- 
4. Appointment of Reference Com- — seein 
mittees: 
(a) On Officers’ Reports 
(b) On Reports of The Council 
(c) On Report of Standing Com- 
mittees 
(d) On Reports of Special Commit- TUESDAY, SEPTEMBER 21 
tees i : 
(e) On Amendments to Constitu- 10:00 a.m.—Second Meeting 
- =~ a 1. Supgiemesiey Report of Committee 
( n Resolutions on Credentials 
5. Speaker’s Address—P. L. Ledwidge, 2. Roll Call 
M.D., Detroit 3. Greetings from the Allied Professions 
6. President’s Address—H. H. Cum- 4. Unfinished Business 






mings, M.D., Ann Arbor 


; *See the Constitution, Article IV, and the By-laws, Chapter 3, **All Resolutions, special reports, and new business shall be 
on “House of Delegates.” presented in triplicate (By-laws, Chapter 3, Section 7-n). 
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SEVENTY-EIGHTH 


5. New Business*** 
6. Reports of Reference Committees: 


(a) On Officers’ Reports 

(b) On Reports of The Council 

(c) On Reports of Standing Com- 
mittees 

(d) On Reports of Special Com- 
mittees 

(e) On Amendments to Constitu- 
tion and By-laws 

(f) On Resolutions 

Recess 





TUESDAY, SEPTEMBER 21 


8:00 p.m.—Third Meeting 


1. Supplementary Report of Committee 
on Credentials 


2. Roll Call 
3. Unfinished Business 
4. Supplementary Report from The 
Council 
5. Supplementary Report from Refer- 
ence Committees 
6. Elections: 
(a) Councilors: 
llth District—O. D. Stryker, 
M.D., Fremont, Incumbent 
12th District—A. H. MIAItter, 
M.D., Gladstone, Incumbent 
13th District—W. H. Huron, 
M.D., Iron Mountain, Incumbent 
(b) Delegates to American Medical 
Association: 
L. G. CuristraAn, M.D., Lansing 
—Incumbent 
E. Reeper, M.D., Flint—In- 
cumbent 
(c) Alternate Delegates to Ameri- 
can Medical Association: 
RateH H. Pino, M.D., Detroit— 
Incumbent 
I. W. Greene, M.D., Owosso—In- 
cumbent 
(d) President-elect 
(e) Speaker of House of Delegates 
(f) Vice-speaker of House of Dele- 
gates 
Adjournment 





***All Resolutions, special reports, and new business shall be 
presented in triplicate (By-laws, Chapter 3, Section 7-n). 





SOME ADDITIONAL BENEFITS OF MEMBERSHIP 
(Continued from Page 226, March MSMS Journal) 


The Michigan State Medical Society and its com- 


ponent county societies bring you these valuable bene- 
fits of membership: 


11. Maintenance and constant improvement of stand- 
ards of medical practice for the protection of pa- 
tients. 

12. Benefits accruing from the action of numerous com- 
mittees constantly working to advance your inter- 
ests as a physician in your community; machinery 
solving problems of preventive and curative medi- 
cine which could not be worked out by you as an 
individual, even with a great sacrifice of time and 
effort. 

13. Participation in the varied activities of the county 
and state medical societies—all designed to preserve 
the physician-patient relationship. 





ANNUAL MEETING 








ANNUAL REPORT OF THE MSMS LEGISLATIVE 
COMMITTEE, 1942-43 


The 62nd Michigan Legislature convened on Jan- 
uary 6 and adjourned March 26, 1943, accomplishing 
much of value during its shortest session in nearly a 
century. In the three-month period, 726 bills were in- 
troduced, of which fifty-two dealt directly with or 
touched the practice of medicine; of these, eighteen 
were passed by the Legislature; an additional four 
passed one House but died in the other branch; the 
balance either died in committee or were killed on the 
floor. 

The medical profession fared well at the hands of 
the friendly 1943 Legislature which enacted into law 
the important measures sponsored or approved by the 
State Society. On the other hand no proposed legis- 
lation that would have lowered our present high medi- 
cal standards—and thereby would have been detrimental 
to the public health and welfare of Michigan—was en- 
acted into law this session! Needless to say, the State 
Society’s representatives in Lansing were never so ac- 


tive in so concentrated a period of time as during the 
1943 session. 


Fifty-two Bills Affected Medical Practice 


Below are listed the fifty-two bills which affected or 
were of interest to the medical profession. A brief de- 


scription of the proposals together with the action taken 
is presented : 


1. WorKMEN’s CoMPENSATION Act (Substitute SB 
182): The greatest threat to the medical profession and 
to the high quality of medical service rendered Michi- 
gan workers under the Workmen’s Compensation Act 
was made by a last-minute amendment to Substitute SB 
182, the bill making the first general revision to the 
Workmen’s Compensation Act in thirty-two years. 
After the Senate by unanimous vote adopted a com- 
promise bill satisfactory to all interested parties, the 
House Committee on Labor offered thirty-six liberaliz- 
ing amendments, including “free choice of all healers.” 
This would have permitted not only all members of 
the medical profession but some eighty-one groups of 
cultists to render “medical” service to injured work- 
men! (See list of eighty-two medical and quasi-healing 
groups on page 479). Fortunately, most of the thirty- 
six amendments were beaten down successfully in the 
House; however, the free choice amendment, changed 
to “licensed physicians,” was adopted by the House. 
“Licensed physicians” under Michigan law and a Su- 
preme Court interpretation covering workmen’s com- 
pensation, would include Doctors of Medicine, osteo- 
paths and chiropractors. After thirty hours of worri- 
some maneuvering, this destructive amendment was 
eliminated on the last night of the session by a five to 
one vote of a Conference Committee. (The five mem- 
bers of the Conference Committee who voted against 
the free choice amendment were Senator Jerry T. 
Logie, Bay City, Senator G. Elwood Bonine, Vandalia, 
Senator Harry E. Hittle, East Lansing, Representative 
J. B. Stanley, Kalamazoo, and Representative T. J. 
Whinery, Grand Rapids.) As finally adopted by the 
Legislature, the medical provisions of the Workmen’s 
Compensation Act remain unchanged except that the 
period of medical care for injured employes is increased 
from ninety days to six months so that Section 4 of 
Part II of the Workmen’s Compensation Act now 
reads: “The employer shall furnish, or cause to be 
furnished, reasonable medical, surgical and _ hospital 
services and medicines when they are needed, for the 
first six months after the injury and thereafter for not 
more than an additional six months in the discretion of 
the commission, upon written request of the employe 
to the commission and after the employer or his in- 
surer has been given an opportunity to file objections 
thereto and to be heard thereon.” (Act No. 245 of 
P.A. 1943) 
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2. CuHtropractic Proposats (HB 99 and 100). 
These selfish bills, introduced by two leaders of the 
House, were a cause of grave concern to your Legis- 
lative Committee throughout the entire 1943 session. 
They proposed to liberalize the scope of chiropractors’ 
practice and authorize the use of the qualified title 
“doctor”; also to open the facilities of all State Lab- 
oratories to “licensed healers” (including chiroprac- 
tors). Your representatives found it a most difficult 
task to counteract the intense day-and-night effort of 
the active chiropractors’ lobby which attempted to press 
these bad proposals out of committee. Every device in 
the chiropractic bag-of-legislative-tricks was utilized 
until the bitter end of the session. However, a wise 
majority of the House Public Health Committee voted 
to hold the bills in Committee permanently. Those who 
opposed the chiropractic bills were: Representatives 
Dora H. Stockman, East Lansing; Charles R. Feenstra, 
Grand Rapids; S. L. Loupee, M.D., Dowagiac; and 
Walter N. Stockfish, Detroit. Those who voted to 
report the bills favorably to the House were Warren 
G. Hooper, Albion (lobbyist for the osteopaths) and 
Fred L. Kircher, Lansing. 


3. NATUROPATHIC Brut (HB 102): This bill was 
practically the same as the ridiculous 1941 proposal 
except that naturopathy was not defined. The sky would 
have been the limit so far as naturopathic practice was 
concerned! The bill would have made “doctors” out of 
certain physical therapists and drugless healers. This 
bill died in the House Public Health Committee, thanks 
to the above mentioned friends of the medical pro- 
fession who proved their sincere interest in the people’s 
health. 


4. AFFLICTED-CRIPPLED CHILDREN Acts (HB 248- 
250): These amendatory bills were the result of sev- 
eral months’ study and joint effort by a group repre- 
senting the Michigan State Medical Society, the Probate 
Judges Association, the Michigan Crippled Children 
Commission, the Michigan Society for Crippled Chil- 
dren, the Michigan Welfare League, and the Michigan 
Hospital Association. The bills clarified administrative 
procedures, increased the maximum on hospital rates 
to $5.00 and on surgical fees to $75 with a limit of 
$200 to any one doctor for any one patient in a twelve- 
month period. The bills were passed unanimously by 
both Houses and signed by the Governor. Better 
service for crippled and afflicted children will result 
from this worthwhile legislation. The thanks and con- 
gratulations of the medical profession and of the 
people are due the Legislature for the passage of these 
bills. Acts 225 and 227 (PA 1943). 


5. Barpituric Acip Controt (HB 59-HB 277): HB 
59, introduced early in the session, contained the same 
objectionable “bookkeeping” amendments as the 1941 
proposal which died in conference committee two years 
ago; after meetings with the medical profession, the in- 
troducer agreed to eliminate the burdensome provisions 
and reintroduced the bill as HB 277 which received the 
approval of the Michigan State Medical Society. The 
bill was passed by both Houses but went to Conference 
Committee over the inclusion of the word “administra- 
tion”; the Legislature finally adopted the bill with 
“administration” therein. The Governor approved the 
bill (Act No. 204 P.A. 1943). 


6. WAYNE University Hospitat (SB 300): This 
enabling act authorized a local appropriation of $2,000,- 
000 to construct a hospital in connection with Wayne 
University School of Medicine, Detroit. The bill was 
amended at the request of the Wayne County Medical 
Society to limit the institution to 350 beds and to 
indigents and to insure three Doctors of Medicine on 
the seven-man board, and passed both Houses of the 
Legislature. Signed by the Governor the bill became 
Act No. 236 P.A. 1943. 
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7. Sveritization Act (HB 397): This amendatory 
bill permits a surgeon’s fee of $50 when operation is 
performed outside the University of Michigan Hospital ; 
pay for hospital care in U. of M. Hospital is also 
authorized but not the surgeon’s fee. Passed by both 
Houses and signed by the Governor (Act No. 235 
P.A. 1943). 


8. Mepicat Care oF AFFLICTED ApuLTs (HB 245): 
This bill, providing that the economic investigation of 
afflicted adults shall be made by the department of 
social welfare in counties having a Board of Auditors, 
was passed by the Legislature and signed by the Gov- 
ernor (Act No. 216 P.A. 1943). 


9. PosTPONEMENT OF SERVICE MEN’s Taxes (HB 
199): This bill, cancelling taxes on real estate of per- 
sons in the armed forces until 1 year after the end 
of the war, and staying of any scheduled sale of the 
properties of service men for nonpayment of taxes— 
limited to homestead property—was passed by the Leg- 
orth hd and signed by the Governor (Act No. 131 P.A. 


10. TusercuLosis Sussipy (HB 64): This proposal, 
to pay county tuberculosis sanatoria $2.00 per day 
instead of $1.50 for treatment of indigent patients, 
(with appropriation of $2,650,000), was passed by both 
Houses and signed by the Governor (Act No. 169 
P.A. 1943). Additional appropriation in SB 202. 


11. Tupercutosts Contror (SB 237): Treatment 
extended to all persons contracting tuberculosis while 
employed in a Michigan State Hospital or Sanatorium. 
Passed by both Houses and signed by the Governor 
(Act No. 176 P.A. 1943). 


12. Srate BoarD oF REGISTRATION IN MeEpicinE (SB 
113): The Board was authorized to grant licenses to 
graduates of wartime telescoped medical courses. 
This proposal, approved by the Michigan State Medical 
Society, was passed by the Legislature and signed by 
the Governor (Act No. 33, P.A. 1943). 


13. OsteopatTHic BoArp (SB 192): Authorized osteo- 
pathic registration board to modify educational require- 
ments during war-time. This “copy-cat” bill was iden- 
tical to SB 113. It passed both Houses and was ap- 
proved by the Governor (Act No. 44, P.A. 1943). 


14. Hospirat Service Enapstrnc Acr (HB 264): 
This amendment, sponsored by Michigan Hospital 
Service, authorizes an alternate care method if hospital 
space is unavailable. The bill was passed by both 
Houses and signed by the Governor (Act No. 229 P.A. 
1943). 


15. PstaTrAcine Brrpos (SB 301): This bill to pro- 
hibit importation of these birds except for scientific 
purposes to improve public health, was passed by both 
Houses and signed by the Governor (Act No. 164 P.A. 
1943). 


16. APPROPRIATION FOR STATE Boarps (HB 200): 
This appropriation for Institutions, Departments, Com- 
missions and educational purposes was passed by both 
Houses after going to a Conference Committee. 
Signed by the Governor, it became Act No. 193 P.A. 
1943. 


17. APPROPRIATIONS FOR BoArDS, DEPARTMENTS AND 
CoMMISSIONS RELATING TO PuBLic HEALTH (SB 202): 
This bill included $250,000 as an added subsidy for tu- 
berculosis sanatoria in distressed counties. Passed by 
the Legislature and signed by the Governor (Act No. 
197 P.A. 1943). 
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18. MicH1GAN CuHILp GuIDANCE INsTITUTE (SB 156): 
This bill transferred the equipment, furniture, case- 
records and funds of the Institute to the University of 
Michigan Regents. It was passed by both Houses and 
approved by the Governor (Act No. 36 P.A. 1943). 





19. FINANCIAL ReEsponsiBILity Act (SB 99 and HB 
111): These identical bills imposed the duty of re- 
porting to the Secretary of State any accident involv- 
ing death, injury, or property damage of $75 or more. 
SB 99 passed the Legislature and was signed by the 
Governor (Act No, 248 P.A. 1943). 





20. ANNUAL PHyYsICAL EXAMINATION OF STUDENTS 
(HB 62): This bill provided for an annual physical 
examination of all pupils under the direction of the 
State Department of Public Instruction. A conference 
of representatives of the Michigan State Medical So- 
ciety, the Department of Public Instruction, the Michi- 
gan Department of Health, and the Michigan Education 
Association, was held. The introducers of the bill, 
who were present, learned of the many administrative 
difficulties of this proposed law which they had not 
foreseen. The bill died in the House Education Com- 
mittee. 





21. PrRENUPTIAL PHysICAL EXAMINATION Act (HB 
342): Amendment to permit marriage of persons un- 
able to pass physical examinations, upon request of 
Probate Judge accompanied by physician’s certificate 
showing female is pregnant. This proposal sponsored 
by the State Department of Health was approved by 
the House but died in the Senate Public Health 
Committee. 


22. PRENUPTIAL PHysICAL EXAMINATION Act (HB 
40): Members of armed forces would be exempt from 
the Prenuptial Physical Examination Act. The Michi- 
gan State Medical Society, the State Department of 
Health, the Probate Judges and the County Clerks 
objected to this proposal which would be the entering 
wedge to break down Michigan’s excellent Prenuptial 
Physical Examination Act. After a hearing, the bill 
remained in the House Public Health Committee. 


23. PREMARITAL PHYSICAL EXAMINATION Act (HB 
359): This bill attempted to add “mental soundness” 
to the Act. The Michigan State Medical Society Leg- 
islative Committee felt that it was unfair to force a 
physician to certify that a person is feeble-minded. The 
bill died in the House Public Health Committee. 





24. WeLFARE Act AMENDMENT (HB 244): As in- 
troduced, this bill provided for payment by the State 
of one-half the costs of hospitalization of those on 
welfare; it also increased residents’ eligibility require- 
ments from 1 to 3 years. The bill contained no safe- 
guards to insure medical standards in the care of wel- 
fare clients. A subcommittee of the MSMS Legislative 
Committee was appointed to make recommendations 
to guide the Legislature concerning the medical aspects 
of this proposal. The state-pay provision was deleted 
by the House after a bitter legislative battle. The bill 
finally died in the Senate Committee on Elections. 


25. MEDICAL TREATMENT OF CHILDREN IN STATE IN- 
STITUTIONS (SB 9): This bill to repeal the ancient act 
providing that such dependent children must be trans- 
ported to and treated at the University of Michigan 
Hospital, was killed in the Senate Committee on Wel- 
fare and Relief. 


26. INSANE, FEEBLE-MINDED oR EPILEPTIC PERSONS 
(SB 294): State to reimburse county for full cost of 
maintenance of such persons in county institutions. Died 
in Senate Welfare and Relief Committee. 
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27. HospitaAts FoR CONTAGIOUS oR INFECTIOUS Dis- 
EASES (SB 295): This bill would authorize county 
boards of supervisors to establish, maintain and oper- 


ate such hospitals; limited to county of 150,000 or 


over. Died in Senate Committee on Municipalities. 


28. LIABILITY FOR MeEpICAL CARE OF INDIGENTS (HB 
410-411-412) : These bills would amend three welfare 
acts (such as Afflicted Adult) so that liability for 
medical care would attach to recipient and all members 
of his family. The proposals remained in the House 
Public Health Committee. 


29. BaArpers’ AND HaircutTters’ LicENsE (HB 80): 
This proposed that barbers’ and haircutters’ licenses 
should be revoked for failure to have in possession a 
certificate from a licensed physician showing freedom 
from contagious disease issued within year from date 
of inspection. It remained in the House Committee on 
State Affairs. 


30. MerpicAL EXAMINER SysTEM (SB 15): This sys- 
tem for the state, to take the place of the present 
Coroner System. exempting Wayne county, died in the 
Senate Public Health Committee. 


31. Divorce ON GROUNDS OF INCURABLE INSANITY 
(SB 3): This bill was considered on the floor of the 
Senate but re-referred to the Senate Committee on 
Judiciary where it rested until the session’s end. 


32. LiceNsE to Marry (HB 39): This bill proposed 
to eliminate the five-day waiting period for members 
of the armed forces. After amendments approved by 
the medical profession’s representatives it passed the 
House but died in the Senate Public Health Com- 
mittee. 


33. County HeattH Units (SB 139): This bill 
would have authorized an annual refund up to $3,000 
to each county maintaining a single health department 
and if two or more counties united to form a district, 
$3,000 per county would be refunded by State. The bill 
died in the Senate Public Health Committee. 


34. MicuicAN YoutH Councit (HB 219): This 
bill would have provided a program of special training, 
care and recreation outside school for children from 12 
to 18 years of age; appropriation of $1,100,000. The 
bill died in the House Committee on Ways & Means. 

















35. LicENSING OF BOARDING HOMES FOR CHILDREN 
(HB 375): This bill to regulate boarding homes was 
not reported out by the House Committee on Social 
Aid and Welfare. 


36. BirtH CertiFIcATES (HB 255): Certificate of 
persons born out of wedlock not to give certain infor- 
mation. This proposal was not approved by the State 
Department of Health. It died in the House Public 
Health Committee. 


37, BirtH AND DEATH CERTIFICATE FEES (HB 262) : 
This proposed that said fees be paid into the general 
fund of a city where the health officer is paid a salary 
of $5,000 or more. Passed by the House, it died in 
the Senate Committee on Municipalities. 


38. State Board oF VOCATIONAL Epucation (SB 
87): The Board would be composed of the Superin- 
tendent of Public Instruction, the President of the 
University of Michigan, The President of Michigan 
State College, two representatives of industry, two 
representatives of labor, appointed by the Governor. 
Died in Senate Committee on Education. 
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39. WorKMEN’s CompEnsATION Act (HB 176): This 
Michigan Federation of Labor proposal died in the 
House Committee on Labor. Most of its provisions 
were added as amendments to SB 182. 


40. WorRKMEN’s COMPENSATION Act (HB 266-270): 
These bills represented the so-called “majority report” 
of the special study commission authorized by the 
1941 Legislature. These bills also died in committee as 
most of their provisions were tied to SB 182 as amend- 
ments. 


41, INTANGIBLE TAX LAw Repeat (SB 123): This 
Munshaw repealer was not reported out by the Senate 
Committee on Taxation. 


42. INTANGIBLE TAX LAw (SB 169): General amend- 
ments as to definitions of situs, income and owner, etc. 
The bill was not reported out by the Senate Committee 
on Taxation. 


43. RuLE oF IMpuTED NEGLIGENCE (HB 71): Per- 
sonal injury or wrongful death actions—would abolish 
role of imputed negligence of driver of vehicle in cases 
where injured passenger seeks recovery from third 
person. Died in House Committee on Judiciary. 


44. Rue or ImMputepD NEGLIGENCE (SB 146 and HB 
130): These companion bills were similar in import 
to HB 71. They both died in committee. 


Thank You All 


The Legislative Committee again expresses apprecia- 
tion to the intelligent and health-minded members of 
the Michigan Legislature for their courteous considera- 
tion of the legislative problems of the medical profes- 
sion and the courteous reception they extended our 
representatives during the 1943 session. 

To his Excellency, Governor Harry F. Kelly, the 
Legislative Committee is grateful for the friendly co- 
operation he and his office extended to the medical 
profession in all health matters. 

The Committee also says sincere “thanks” to the 
members of the medical profession—the legislative 
key-men—who kept their friends in the Senate and 
House informed concerning medical legislation. 

The Committee expresses great gratitude to those 
representatives of the Michigan Association of Physical 
Therapists, the Michigan Tuberculosis Association, the 
Michigan Society for Crippled Children, the Michigan 
Department of Health, the Michigan Crippled Children 
Commission, the Woman’s Auxiliary, and all other or- 
ganizations allied in preserving Michigan’s health 
standards, for the valuable and timely help they gave 
the State Society during the strenuous 1943 Legislative 
session. 

The committee is especially grateful to the Council 
of the Michigan State Medical Society for its constant 
encouragement to the Legislative Committee during its 
ninety-day nerve-wracking job. 


Respectfully submitted, 
Legislative Committee, MSMS. 


H. A. Miter, M.D., Chairman 
A. S. Brunk, M.D. 

R. G. Coox, M.D. 

T. K. Gruser, M.D. 

C. R. Keyport, M.D. 

Epw. D. Kine, M.D. 

S. L. Loupee, M.D. 

G. L. McCretran, M.D. 
Harotp Morris, M.D. 

Dean W. Myers, M.D. 

E. C. Swanson, M.D. 

R. V. Waker, M.D. 

A. VERNE WENGER, M.D). 

L. G. Curistian, M.D., Advisor 
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POOR HEALING SERVICE FOR WORKERS FOUGHT 
BY STATE MEDICAL SOCIETY 


Eighty-two medical and quasi-healing groups would 
have been given the legal right, through an amendment 
approved by the Labor Committee of the Michigan 
House of Representatives (1943 Session), to render 
services to injured employes under the Michigan Work- 
men’s Compensation Act: 


Aero-therapy 

Alereos System 

Angiopathy 

Astral ne gg 

Auto-Hemic Therapy 

Autology 

Automatic Electronic 
Radio Treatment 

Auto-Science 

Autotherapy 

Autothermy 


Biochemic System 

Biodynamo-Chromatic 
Therapy 

Biologic Blood-Washing 

Biopneuma 


Chiropractic 
Chirothesianism 

Christian Science 
Christos (Blood Washers) 
Chromopathy 
Chromotherapy 
Combinathics 

Coueism 


Diet Cure 
Divine Science 
Dowieism 


Eclecticism 
Electro-Homeopathy 
Electronaprotherapy 
Electronic Therapy 
Electrono-Chrome Therapy 
Emmanuel Movement 
Erosionism 


Geotherapy 
Herbalism 
Histolotherapy 
Homeopathy 


Iridotherapy 


Magnetic Massage 
Magnetism 
Medical (regular) 
Mentalphysics 


Naprapathy 
Naturopathy 
Naturology 

Nervauric Therapeutics 
New Thought 


Orificialtherapy 
Osteopathy 


Pathiatry 
Patho-Oscillography 
Parkinism 
Phrenopathy 
Physio-medical 
Pneumatotherapy 
Poropathy 
Practotherapy 
Prana-Yama 
Psychic Sarcology 


Radio Vibratory Diagnosis 
Treatment 

Rawsonism 

Reflectoclasty 


Sanatology 

Sanipractic 
Somnopathy 

Spatial Harmonics 
Spectrochrome Therapy 
Spectrocromists 
Spiritual Science 
Spondylotherapy 


Telatheramy 
Theophonism 
Thompsonism 
Therapeutic Sarcognomy 
Tropotherapy 


Vibriotherapy 


Vita-o-pathy 
Kneipp Cure 


a Zodiactherapy 
Leonic Healers Zoism 
Limpio Comerology Zonetherapy 





HOSPITAL EMPLOYES NEED INSURANCE 


We have been surprised to learn of a few cases in 
which radiologists employed on a salary by hospitals 
are without malpractice insurance, under the assump- 
tion that the hospital alone is liable in malpractice suits. 
This is wrong. The fact that a physician is an em- 
ploye does not lessen his personal liability for mal- 
practice. One of the fundamental principles of our law 
is that a man is personally liable for his own torts, i.e., 
-_ of negligence for which the law provides a rem- 
edy. 

An employe is jointly and severally liable along with 
his employer in negligence actions, A salaried radiologist 
who neglects to obtain malpractice insurance is prac- 
ticing a dangerous economy. If the hospital’s insurance 
does not cover the physician’s liability, he should pur- 
chase an individual policy—American College of Ra- 
diology. 





Among radiologists practicing their profession in hos- 
pitals, 36 per cent are paid a salary. About 23 per cent 
receive a commission in the form of a percentage of 
net income of the department. Approximately 9 per 
cent pay a fixed rental for the use of the department. 
The remainder, or 32 per cent, divide gross receipts 
with the hospital on a percentage basis.—American Col- 
lege of Radiology. 
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THE MICHIGAN BARBITURIC CONTROL LAW 
(ACT 204, P.A. 1943) 


The Barbituric Control Bill (HB 277) experi- 
enced a stormy time in the 1943 Legislature, as 
did its unsuccessful predecessor in 1941. The 
whole controversy centered around one word 
“administration” used in Section 1 (b). The 
House refused to include the word; the Senate 
would not pass the bill without “administration” 
in it! Finally, the Conference Committee voted 
to include the word. 

A U. S. Supreme Court decision covering the 
Harrison. Anti-Narcotic Act centered on the 
word “administration.” In this case, decided 
February 2, 1942, the Supreme Court ruled that 
physicians who administer preparations to pa- 
tients whom they personally attend are not re- 
quired to keep records thereof. 

Act 204 of the Public Acts of 1943, which be- 
comes effective July 30, 1943, is printed below 
in its entirety. The U. S. Supreme Court deci- 
sion, which guided the MSMS Legislative Com- 
mittee in its consideration of the Michigan Bar- 
bituric Bill, follows the Michigan Act: 


AN ACT to regulate the sale and possession of cer- 
tain drugs; and to prescribe a penalty for the vio- 
lation of the provisions of this act. 


The People of the State of Michigan enact: 


Section 1. Hereafter it shall be unlawful for any 
person, firm, partnership, association or corporation 
to sell, offer for sale, barter, or otherwise dispose of, 
or be in possession of any of the following drugs; 
barbituric acid and any of its derivatives, chloral 
hydrate, or paraldehyde, except under the following 
conditions : 

(a) Manufacturers, wholesalers and retailers of 
drugs may sell, offer for sale, barter or otherwise dis- 
pose of, or be in possession of for sale, to licensed 
physicians, dentists, veterinarians, druggists, pharma- 
cists, police laboratories and public health laboratories 
or hospitals, any of the following dangerous drugs: 
barbituric acid and any of its derivatives, chloral hy- 
drate, or paraldehyde: Provided, however, That a rec- 
ord of all such drugs, and their disposition, shall be 
kept, by the manufacturers, wholesalers or retailers, 
which record shall be open to inspection by any officer 
of any organized police force of this state or any 
prosecuting attorney or his investigators, 

(b) Licensed physicians, dentists and veterinari- 
ans may dispense or prescribe barbituric acid and 
any of its derivatives, chloral hydrate or paralde- 
hyde: Provided, That a record of all such dispen- 
sations, except administration to a patient upon 
whom such physician, dentist or veterinarian shall 
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personally attend, shall be kept showing the date 
when issued and bearing the name and address of 
the patient for whom, or the owner of the animal 
for which the drug is dispensed, which record shall 
be open to inspection by any officer of any organized 
police force of this state or any prosecuting attor- 
ney or his investigators. 

(c) Druggists and pharmacists shall be prohibited 
from selling, giving away, bartering or otherwise dis- 
posing of barbituric acid and any of its derivatives, 
chloral hydrate or paraldehyde, except on prescription 
of a licensed physician, dentist or veterinarian, and ex- 
cept as such sale or possession is authorized under sub- 
division (a) of this section. It shall be the duty of 
all druggists and pharmacists to keep an accurate record 
of all disposals, which record shall be open to in- 
spection by any officer of any organized police force 
of this state or any prosecuting attorney or his investi- 
gators. 

(d) All hospitals shall keep a record of all disposi- 
tions of barbituric acid and any of its derivatives, 
chloral hydrate or paraldehyde, which are not actually 
consumed on the premises by the patients, which rec- 
ord shall be open to inspection by any officer of any 
organized police force of this state or any prosecuting 
attorney or his investigators. 

Sec. 2. It shall be unlawful for any person, firm, 
partnership, association or corporation, other than a 
drug manufacturer or wholesaler, licensed physician, 
licensed dentist, licensed veterinarian, licensed druggist 
or pharmacist, hospital, or police or public health lab- 
oratory, to have in possession any barbituric acid and 
any of its derivatives, chloral hydrate or paraldehyde, 
unless the same are contained in the original container, 
as dispensed to them. 

Sec. 3. It shall be the duty of every licensed physi- 
cian, dentist, veterinarian, druggist, pharmacist or hos- 
pital, when dispensing any barbituric acid and any 
of its derivatives, chloral hydrate or paraldehyde, to 
mark on the dispensing container, the name of the pa- 
tient, the date, and the name of the person dispensing 
the same. 


Sec. 4. All records required to be kept under the pro- 
visions of this act shall be preserved for a period of 
2 years. 


Sec. 5. No prescription issued under the provi- 
sions of this act shall be refilled. 

Sec. 6. Any person who shall violate any of the pro- 
visions of this act shall be deemed guilty of a mis- 
demeanor, and upon conviction shall be subject to a 
fine of not more than $500.00, or imprisonment in the 
county jail not more than 1 year, or both such fine 
and imprisonment in the discretion of the court. 


Sec. 7. Should any provision or section of this act 
be held to be invalid for any reason, such holding shall 
not be construed as affecting the validity of any remain- 
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ing portion of such section or of this act, it being the 
legislative intent that this act shall stand, notwithstand- 
ing the invalidity of any such provision or section. 


Supreme Court of the United States 


Peter Young, alias Young Lup, On Writ of Certiorari to the 
Petitioner, United States Circuit Court of 
vs. Appeals for the Ninth Cir- 

The United States of America. cuit. 


Petitioner, a practicing physician, was convicted on 
eight counts of an indictment charging violation of Sec- 
tion 6 of the Harrison Anti-Narcotic Act as amended. 
That section, so far as here material, provides: 


“That the provisions of this Act shall not be con- 
strued to apply to the manufacture, sale, distribution, 
giving away, dispensing, or possession of preparations 
and remedies which do not contain more than two 
grains of opium ... in one fluid ounce . Provided, 
that such remedies and preparations are manufactured, 
sold, distributed, given away, dispensed, or possessed as 
medicines and not for the purpose of evading the inten- 
tion and provisions of this Act: Provided further, that 
any manufacturer, producer, compounder, or vendor (in- 
cluding dispensing physicians ) of the preparations and 
remedies mentioned in this section lawfully entitled to 
manufacture, produce, compound and vend such prepa- 
rations and remedies, shall keep a record of all sales, ex- 
changes, or gifts of such preparations and remedies 


The evidence is undisputed that petitioner gave the 
preparations in the quantities charged in the indictment 
to patients whom he personally attended. He kept no 
records. His defense, that the second proviso of Sec- 
tion 6 is not an independent and affirmative require- 
ment but merely a condition precedent to the exemp- 
tion created by that section, was rejected by the court 
below which took the position that the second proviso 
is an unconditional requirement that all vendors of ex- 
empt preparations keep records. 


The Government confessed error and we brought the 
case here. 

The Government’s confession of error was originally 
two-fold: first, that while the second proviso of Sec- 
tion 6 was subject to two possible constructions, the 
administrative construction had been that it was not 
an independent penal provision, and therefore the am- 
biguity should be resolved in favor of petitioner; and, 
secondly, that the second proviso, even if it be regarded 
as an independent penal provision, does not apply to 
a physician who administers exempt preparations solely 
to patients whom he personally attends. Upon reconsider- 
ation the Government has withdrawn its first ground 
of confession of error. We put to one side that ques- 
tion since we are of opinion that there must be a re- 
versal on the second ground. 

Assuming, without deciding, that the second proviso 
of Section 6 is an independent penal provision, it requires 
that records be kept only by “any manufacturer, pro- 
ducer, compounder, or vendor (including dispensing 
physicians).” We think that Congress, by the use of the 
words “dispensing physicians,’ meant to exclude physi- 
Cae Se to patients whom they personally 
attend. 

That not all physicians are required to keep records 
is manifest from the use of the qualifying adjective 
“dispensing.” And, the physician must be one who man- 
ufactures, produces, compounds, or vends, or possibly 
only one who vends if the parenthetical phrase applies 
only to “vendor,” the drugs. These are not appropriate 
words to describe the function of a physician who ad- 
ministers exempt preparations to patients whom he per- 
sonally attends. 

This construction is borne out by a consideration of 
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the Act as a whole. The word “administer” more ap- 
propriately describes the activities of a doctor in personal 
attendance than does the word “dispense.” Admitted- 
ly the words “dispense” and “dispensing” are used in 
several senses in the Act, but Congress evidently was 
aware of the differentiation between “administer” and 
“dispense,” for, when it wished to include all possible 
functions of physicians with respect to drug distribu- 
tion, it used both terms in conjunction. Section 1 of the 
Act in defining those required to pay a special tax speaks 
of “physicians . . . lawfully entitled to distribute, dis- 
pense, give away, or administer,” and makes it un- 
lawful for any person “to purchase, sell, dispense, or 
distribute” any drugs otherwise than in and from the 
original stamped package, excepting the “dispensing, or 
administration, or giving away of any of the afore- 
said drugs to a patient” by a practitioner where “dis- 
pensed or administered to the patient for legitimate med- 
ical purposes.” 

Section 4 exempts from the prohibition of interstate 
shipments and deliveries of drugs by persons who have 
not registered and paid a special tax deliveries by “any 
person who shall deliver any such drug which has been 
prescribed or dispensed by a physician.” The omission 
of the word “administer” indicates that Congress rec- 
ognized that shipments and deliveries would ordinarily 
not be involved where the physician was administering 
while in personal attendance. 

In Section 2(a), dealing with true narcotics, Congress 
unequivocally exempted physicians from record keeping 
where in personal attendance upon patients. It is dif- 
ficult to perceive why a different requirement should 
obtain when a physician, under similar circumstances, 
administers preparations containing only a limited 
amount of narcotics, such as the paregoric, cough syrup, 
etc., involved in this case. The word “dispense” is evi- 
dently used in Section 2(a) in a sense broad enough 
to include personal administration of drugs by an at- 
tending doctor, but the express exception of the per- 
sonal attendance cases removes any ambiguity as to the 
scope of “dispense” in this context. © 

The construction of the parenthetical phrase “(includ- 
ing dispensing physicians)” as encompassing only doc- 
tors who would be covered by the word “vendor” does 
not imply that Congress was tautologic, but rather that 
it acted cautiously to preclude any contention that physi- 
cians selling drugs were not “vendors” because of their 
professional status. 

The legislative history of the second proviso of Sec- 
tion 6 supports the view that the words “dispensing 
physicians” were intended to apply only to physicians 
acting as dealers in the sale of drugs. The phrase 
“vendor (including dispensing physicians)” was substi- 
tuted for “the dealer who knowingly sells” exempt prep- 
arations. 

Upon the evidence in this case petitioner was not a 
“dispensing physician” within the meaning of the second 
proviso of Section 6. The judgment is reversed and the 
cause remanded to the United States District Court for 
the Territory of Hawaii for such further proceedings 
as may be required in the light of this opinion. 

It is so ordered. 





YALE POLIOMYELITIS 
UNIT ESTABLISHED 


The National Foundation for Infantile Paralysis an- 
nounced that the National Foundation had made a 
five-year grant, totaling $150,000, to the Yale University 
School of Medicine, New Haven, Connecticut, for the 
establishment of the Yale Poliomyelitis Study Unit. The 
term of the grant will conclude June 30, 1948. 

The funds which make this and other research proj- 
ects of the National Foundation possible are con- 
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tributed each year during the celebration of the Presi- 
dent’s birthday in January. 

Research into the spread of poliomyelitis should con- 
tinue now more than ever because so many new lines 
of investigation have opened up and the wartime drain 
on medical services has left fewer properly trained peo- 
ple to pursue the study of how the disease of polio- 
myelitis is transmitted. 





LECHLER DESCRIBES 
PRE-HISTORIC DIET 


Housewives plagued by the need of devising varied 
menus in the face of point-rationing and the ever- 
dwindling stocks on the shelves of the corner-grocery 
could simplify their tasks considerably by utilizing 
some of the items eaten by paleolithic man and would 
still be able to furnish their families with a balanced 
diet. So says Dr. George Lechler, instructor in anthro- 
pology at Wayne University. Whether the squeamish 
appetites of modern Americans could survive some of 
the dishes enjoyed by their primitive ancestors is, he 
admits, a somewhat debatable point. 

It is quite possible to reconstruct the diet of ancient 
man by studying the bones excavated in paleolithic 
dwelling-places and by examining the eating habits of 
contemporary primitive peoples. 

Such study, he contends, indicates that, while Neander- 
thal man was partial to bear meat, our more immediate 
ancestors 100,000 years ago had a more catholic taste 
and enjoyed mammoth, rhinoceros, bison, reindeer, and 
horse indiscriminately, And, to prove that they knew 
facts which modern research has only recently un- 
covered, he says, they ate not only the choice cuts 
but organs such as liver and kidneys as well. Further- 
more, they drank the blood of the animals they killed 
and apparently devoured with relish the half-digested 
contents of reindeer stomachs. Primitive hunters in 
Siberia still eat this “reindeer spinach,” which tests 
have shown to be exceptionally rich in vitamins. 

Succulent leaves and cruciferz, an order of plants 
which includes the cabbage, radish, and cress, must 
have been among the vegetable dishes favored by 
ancient man as were many bitter plants which were 
processed by putting them into pits and allowing them 
to ferment. 


CLINICAL LABORATORIES 


W. G. Gamble, Jr., M.D., Pathologist 
2010 Fifth Avenue Bay City, Michigan 
Telephone 6381-8511-6516 


Complete Medical Laboratory Analysis 





Including 
ASCHEIM-ZONDEK SEROLOGY 
TEST BACTERIOLOGY 
BASAL METABOLISM BLOOD CHEMISTRY 
ELECTROCARDIOG- FRIEDMAN’S MODIFI- 
RAPHY CATION 
HEMATOLOGY HISTOPATHOLOGY 


BLOOD BANK AND BLOOD PLASMA SERVICE 


Note: Information, containers, tubes, et cetera, on 
request. 
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+ Woman’s Auxiliary 






Genesee County 

The Genesee County Medical Auxiliary held its final 
meeting Tuesday at the Durant Hotel. Mrs. Arthur 
Kretchmar conducted the business meeting which fol- 
lowed the luncheon. Reports were made and a discus- 
sion was held of future programs. 


Gratiot-Isabella-Clare 

The tri-county medical society and the auxiliary met 
at the Park Hotel Thursday evening for a banquet and 
lecture. Dr. Oliver Lohr of Saginaw was the guest 
speaker. After dinner the auxiliary ladies enjoyed an 
evening of bridge at the home of Mrs. R. L. Waggoner. 


Ingham County 

Forty members of the auxiliary to the Ingham County 
Medical Society attended a luncheon meeting Monday 
afternoon in the home of Mrs. Francis Jones, Jr., East 
Lansing. Mrs. Earl I. Carr reviewed the play, “Margin 
for Error,” by Clare Booth Luce. 

Mrs. Charles P. Doyle was appointed to serve as the 
auxiliary’s chairman for the current war bond drive, 
and the auxiliary voted to purchase a bond. 

Mrs. Milton Shaw, president, presided. Reports were 
given on the sewing projects which the auxiliary con- 
ducts for both St. Lawrence and Edward W. Sparrow 
hospitals, and on the Red Cross war fund drive booth 
which was manned by auxiliary members. 

Mrs. Joseph K. Heckert and Mrs. F. M. Huntley 
were co-chairmen of the meeting. Centering the lunch- 
eon table was a bouquet of calla lilies and other spring 
flowers encircled by a ring of pastel colored candles 
shaped like Easter eggs. 

The hostess committee included Mrs. E. W. Brubaker, 
Mrs. W. J. Cameron, Mrs. F. C. Drolett, Mrs. Howard 
Willson, Mrs. Harry A. Haze, Mrs. Kenneth Johnson 
and Mrs. R. A. Pinkham. 


Kalamazoo 

Seventeen members of the Women’s Auxiliary to the 
Kalamazoo Academy of Medicine, enjoyed a coopera- 
tive dinner Tuesday evening at the home of Mrs. 
Homer Stryker. The table was centered with a bowl of 
green carnations. During the business session, follow- 
ing the dinner, the group voted to donate ten dollars 
to the Red Cross war fund, after which the remainder 


of the evening was spent in sewing for the Civic 
League. 


Kent County 

Mrs. Carl F. Snapp of Grand Rapids opened her 
home on Wednesday for the annual tea of the Woman’s 
Auxiliary to the Kent County Medical Society. The 
Civic Players presented a skit, “The Ancestral Bean.” 
Mrs. G. L. Willoughby, president, gave a short talk on 
“Activities of the Auxiliary.” Presiding at the tea tables 
which were decorated with spring flowers were: Mrs. 
William J. Butler, Mrs. Ward Ferguson, Mrs. William 
A. Hyland, Mrs. Thomas C. Irwin, Mrs. Reuben Mau- 
rits and Mrs. A. Wenger. 
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Manistee County 

The Auxiliary held its annual luncheon at the Hotel 
Chippewa, followed by a short business meeting which 
was called to order by the president, Mrs. Ernest Miller, 
Dr. Kathryn M. Bryan addressed the meeting briefly in 
behalf of the Medical and Surgical Relief Committee 
of America. The Auxiliary has assembled a loan closet 
of sick room supplies which is available to all physicians 
of Manistee County for use by their patients who may 
have need of them. At the close of the business session 
the meeting adjourned to the home of Mrs. Miller 


where surgical dressings were made for Mercy Hos- 
pital. 


Washtenaw County 

A benefit bridge party, open to the public, was given 
in the Michigan League ballroom, by the Woman's 
Auxiliary of the Washtenaw Medical Society. The party 
is an annual event of the auxiliary, given for its schol- 
arship fund for needy medical students in the Univer- 
sity. The custom was adjusted to wartime conditions 
this year, however, and the money raised may be placed 
in war bonds to build up a fund for use when need 
arises after the war. The adjustment will be made if 
the money is not needed next year because of the small 
number of students remaining in the medical college. 

Mrs. Joseph H. Failing was general chairman of the 
party, and was assisted by Mrs. George Hammond and 
Mrs. Edwin C. Ganzhorn. 


Wayne County 

At a regular meeting held on Friday, March 12, the 
Woman’s Auxiliary to the Wayne County Medical So- 
ciety was honored by the presence of Mrs. G. L. Wil- 
loughby, president of the Woman’s Auxiliary to the 
Michigan State Medical Society. 


After the business meeting at which Mrs. William G. 
Mackersie, local president, presided, Mrs. Willoughby 
was introduced and addressed the assembly. Among the 
topics which she discussed was the State Auxiliary’s 
participation in the radio speech contest on tuberculosis 
which she hopes may become a major activity next year. 
She suggested that newsy letters sent to Army wives 
would be greatly appreciated and help keep up their 
interest in the Auxiliary. 

“Health for Victory,” she told us, was the theme for 
this year, urged by Mrs. Frank Haggard, national presi- 
dent. To achieve this, Mrs. Willoughby stressed that 
every effort should be made to create greater unity of 
Auxiliary through war service, cooperation with the 
consumers’ program, and nutrition, and thus best fulfi!! 
our obligation to serve in the interests of the medical 
profession. 

Dr. Raymond C. Miller, chairman of the History De- 
partment of Wayne University, speaker for the after- 
noon program, gave a talk entitled “The American 
Problem” in which he presented most interestingly va- 
rious phases of postwar plans. 
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INDUSTRIAL EXAMINATIONS 
UNCOVERING TUBERCULOSIS 


Many hitherto unsuspected cases of tuberculosis are 
being uncovered in routine medical examinations of 
persons seeking jobs in Michigan war industries. Chest 
x-ray photographs of 7,775 job seekers presenting them- 
selves at one war plant in recent weeks aided in 
the detection of 112 cases of tuberculosis or 1.4 per 
cent of the number of individuals examined. Most of 
the large employers of labor have been x-raying chests 
of applicants before hiring in recent years, some since 
1936. The Department’s mobile x-ray unit has visited 
nearly 40 smaller plants in the last six months. 


ARMY IS MANUFACTURING 
BIOLOGICS IN STATE LAB 


The Medical Department of the United States Army 
is beginning the manufacture of biologic products—in- 
cluding typhoid vaccine and tetanus toxoid—for the 
Army, Navy and Coast Guard, on two floors of the 
recently-completed Groesbeck serum and vaccine labora- 
tory building, newest addition to the state laboratories 
group of buildings at the northwest edge of Lansing. 
Lease of the two floors continues in effect for a 
period of six months after the war emergency is de- 
clared ended by the President. The Department’s labora- 
tories continue to manufacture biologic products for 
state distribution and to carry on their other routine 
services. 


POPULATION SHIFTS MAY 
DISRUPT MEASLES CYCLE 


Normal three-year measles cycle in Michigan, with 
1944 as the next expected “outbreak year,” has been 
disrupted in the first months of 1943, probably as the 
result of large-scale shifts of workers from other 
states to war production centers here. Cases of measles 
reported through May 7, this year, totaled 14,159 as 
against a seven-year median of 5,788 for the period. 


POLIO STUDY EXTENDED 
TO JULY 1 BY NEW GRANT 


A grant from the National Foundation for Infantile 
Paralysis, Inc., extends to July 1 a serum study which 
is part of the poliomyelitis research that is being car- 
ried on in the Department’s virus laboratory in Lansing. 
The study is an attempt to learn whether blood serum 
taken from persons who are immune to the disease 
may serve as a preventive of poliomyelitis in animals. 


PNEUMONIA DEATHS DROP 
IN MIDDLE AGE BRACKET 


Relatively greater reduction in the number of deaths 
from pneumonia among persons of middle age than 
among those at the extremes of life is indicated in 
death certificates received by the Department in recent 
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MICHIGAN'S DEPARTMENT OF HEALTH 


H. ALLEN MOYER, M.D., Commissioner, Lansing, Michigan * 


months, Credited is Michigan’s pneumonia control pro- 
gram made possible by legislative appropriations of 
$50,000 annually since 1941 for purchase and distribu- 
tion of sulfa drugs and new types of serum, and the 
adoption of more efficient laboratory procedures. 


TETANUS TOXOID MAY BE 
SUPPLIED IN COMBINATION 


If large-scale bombings of Michigan areas are at- 
tempted by enemy powers, the state laboratories are 
ready to furnish tetanus toxoid in combination with 
other biologic products. Quantity production of tetanus 
toxoid is under way now. Production and distribution 
of tetanus antitoxin continues also. 


BEET SUGAR WORKERS 
ARE EXAMINED IN TEXAS 


Chest examinations of beet sugar workers seeking 
employment in Michigan fields this season have been 
made in Dallas and San Antonio, Texas, in recent 
weeks by a Department physician, the fifth year that 
such procedure has been followed. Those workers ex- 
amined in Department offices in Texas are mostly natur- 
alized Mexicans. The U. S. Public Health Service has 
similarly examined workers crossing the border from 
Mexico to the United States. 


TYPHOID CARRIER TOTAL 
FOR MICHIGAN IS NOW 276 


Latest count of known typhoid carriers in Michigan 
is 276, a record number. In all, 411 carriers have been 
identified since 1932. Some have since died or left the 
state. 


VD CONTROL MEASURES 
ARE SECURING RESULTS 


Indication that wartime venereal disease control meas- 
ures are getting results is seen in recent increases in 
cases reported to the Department. Cases of syphilis 
reported in March totaled 1,373, up 539 from February. 
Tentative April total was 1,237. Gonorrhea shows lesser 
comparative gain. Physicians are turning up more cases 
of infection through routine blood tests. Selective Serv- 
ice and preémployment examinations in industry uncover 
others. 


AID IS TO BE PROVIDED 
FOR CIVILIAN CASUALTIES 


Commissioner Moyer has been appointed to direct 
the providing of federal assistance to Michigan civilians 
who may be injured by enemy acts, or to their de- 
pendents. Medical care or hospitalization will be pro- 
vided for the injured and burial costs not to exceed 
$100 will be met. Hospital care ordinarily will be 
limited to 21 days, although extensions of time will be 
approved when necessary, institutions to be reimbursed 
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at the rate of $3.75 per day for each such person. 
Disbursements will be from a $5,000,000 fund allocated 
by the President “to be expended by the Administrator 
of the Federal Security Agency, or through such Fed- 
eral or other agencies as he may designate, for pro- 
viding temporary aid necessitated by enemy action to 
civilians, other than enemy aliens, residing in the United 
States: (1) who are disabled; or (2) who are depend- 
ents of civilians who are killed, disabled, interned or 
reported as missing; or (3) who are otherwise in need 
of assistance or services. This allocation is not in- 
tended to cover civil or other personnel of the Federal 
Government for whom other provisions are contem- 
plated.” 


$50,000 IS APPROPRIATED 
FOR INDUSTRIAL HYGIENE 


Legislative appropriation of $50,000 for activities 
of the industrial hygiene bureau of the Department in 
the fiscal year beginning July 1 will finance expanded 
activities. Opening of new branch office is planned, 
in addition to those now located in Grand Rapids, 
Saginaw, Pontiac, Ann Arbor and Kalamazoo. If they 
can be found, two physicians, six engineers and a 
chemist will be added to the present bureau staff of 
12 men. 


SUBSIDIES TO COUNTIES 
FOR TUBERCULOSIS TO BE LARGER 

Counties are to get more money from the state for 
the care of tuberculous patients in the fiscal year 
beginning July 1, the legislature having made $2,900,000 
available for hospital care, $750,000 more than the cur- 
rent appropriation. Present subsidy of $1.50 per day 
will be upped to $2 and additional subsidies are made 
available to counties whose tax incomes are too small 
to cover their share of the cost of hospital care for 
their tuberculous charges. 





THE STOKES SANITARIUM 923 Cherokee Road, 
Louisville, Kentucky 

Our ALCOHOLIC treatment destroys the craving, restores the appe- 
tite and sleep, and rebuilds the physical and nervous condition of the 
patient. Liquors withdrawn gradually; no limit on the amount neces- 
sary to prevent or relieve delirium. 

MENTAL patients have every comfort that their home affords. 

The DRUG treatment is one of gradual Reduction. It relieves the 
constipation, restores the appetite and sleep; withdrawal pains are 
absent. No Hyoscine or rapid withdrawal methods used unless patient 
desires same. 

NERVOUS patients are accepted by us for observation and diagnosis 
as well as treatment. : x , 

E. W. STOKES, Medical Director, Established 1904. 
Telephone—Highland 2101 
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Every Spencer is individually designed, cut 
and made to meet the needs of the one patient 
who is to wear it. All Spencers are light, flex- 
ible, comfortable, easily laundered—durable. 
Each Spencer is designed to improve the pos- 
ture of the patient and to meet your specific 
requirements. The Spencer Corsetiere per- 
sonally delivers to the patient the support you 
prescribe, adjusts it, and keeps in touch with 
patient to make certain that satisfaction is 
permanent. This saves the doctor from com- 
plaints of patients regarding fit or comfort. 


Spencer Supports are never sold in stores. For a Spencer 
Specialist, look in telephone book under “Spencer Corse- 


tiere” or write direct to us. 
INDIVIDUALLY 
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Abdominal, Back and Breast Support 
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Aid the Doctor’s Treatment.’ 
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The 1943 Michigan Postgraduate Conference on 
War Medicine—the 78th annual meeting of the 
State Society—will be held at the Statler Hotel, 
Detroit, September 22-23-24. The scientific pro- 
gram will be as stellar as in the past. 

This concentrated three-day postgraduate course 
presents an opportunity to the busy practitioner 
of medicine which cannot be missed. SUGGEST 
TO YOUR MEMBERS THAT THEY PLAN 
TO ATTEND THIS MEETING—AND THAT 
THEY GET THEIR HOTEL RESERVA- 
TIONS EARLY. 

































































Cover—Carl Arksey of Lansing is the artist who 
produced the photograph of Hygeia a la Modern which 
appears on the cover. The sculpture decorates the new 
filtration building of the City of Lansing. 
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“Easter in War Tume” is the title of an excellent edi- 
torial written by Ralph H. Pino, M.D., Detroit, which 
appeared in the Detroit Medical News of April 26. Re- 
prints should be made and distributed widely. 


























Lieutenant Harvey M. Andre, M.C., Office of the Sur- 
geon, Erie Proving Ground, Lacarne, Ohio: “I have 
missed the MSMS Journal very much and would ap- 
preciate your sending me the March, 1943, issue.” 


* * * 


Thomas Francis, Jr, M.D., of Ann Arbor is the 
author of an original article “Epidemiology of In- 
fluenza”; and L. T. Coggeshall, M.D., of Ann Arbor is 
the contributor of “Malaria as a World Menace,” both 
articles appearing in JAMA for May 1, 1943. 


* * * 


A new Genesee County Board of Health was organ- 
ized by the Board of Supervisors April 23, 1943, to re- 
place the “Health Committee.” The new Board will con- 
sist of five members, one to be elected yearly for a 
five-year term, which will give continuity to the Board. 
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Return Unused Biologic Products Immediately.— 
Physicians using biologic products are requested to 
return unused products immediately upon reaching the 
expiration date. Please do not hold these products in 
stock as the vials and stoppers are needed by the lab- 
oratory. 
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Ferguson-Droste-Ferguson Sanitarium 


James C. Droste, M. D. 


PRACTICE LIMITED TO 
DIAGNOSIS AND TREATMENT OF 


DISEASES OF THE RECTUM 


Sheldon Avenue at Oakes 
GRAND RAPIDS, MICHIGAN 


Sanitarium Hotel Accommodations 


Lynn A. Ferguson, M. D. 
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A. C. P. in the Genesee County Bulletin writes: “The 
late Dr. Victor C.: Vaughan once said during one of 
his highly dramatic lectures: ‘If a yellow dog yaps at 
your heels, ignore him, But if he so much as nips your 
heel, turn about, kill him, and proceed with dignity 
about your business.’.” 

* 


* 





Frank Doran, in the Kent County Bulletin, states: 
“The chiros and naturopaths tried unsuccessfully to get 
some favorable legislation passed in the last session of 
the State Congress. Medicine, as you and I have known 
it, will have to stand against more than one assault for 
several years to come. I think we can.” 


* * * 


Lieut. J. C. Hart, M.C., writes from Iran (old 
Persia): “It sure was good to get word from the 
Society, with news of what is going on—medically— 
back home. Keep them coming!” Lieut. Hart was a 
practitioner in Detroit. His present mailing address can 
be obtained from the office of the Executive Secretary 


in Lansing. 


* * * 





“Medicme on Guard” is the title of a new feature 
short film available to county medical societies. It 
graphically shows the work of the U.S.P.H.S. and how 
the doctor shortage problem is being solved. For fur- 
ther information, write the U.S.P.H.S., Bethesda, Mary- 
land, or Pathe News, Inc., 65 Madison Avenue, New 
York. 
ns 

H. E. Randall, M.D., and William H. Marshall, M.D., 
of Flint were elected Councilors of the Tri-State Med- 
ical Society at its 70th annual meeting in Ann Arbor, 
April 12. Frederick F. Yonkman, M.D., of Detroit, was 
elected Treasurer. H. H. Cummings, M.D., of Ann 
Arbor, retired as President of the Society, being suc- 
ceeded by E. Benjamin Gillette, of Toledo, Ohio. 

.**s 6 

C. D. Moll, M.D., has been appointed Vice Chairman 
for Physicians in Michigan, responsible for the Wayne 
County areas, by Paul V. McNutt, Chairman of the 
War Manpower Commission, upon recommendation of 
the Directing Board of the Procurement and Assign- 
ment Service. 
Congratulations, Chairman Moll. 





* * * 


Major Sherwood R. Russell, M.C., 7th Genl. Disp., 
APO 887, New York, N. Y. (formerly St. John’s, 
Michigan): “This new assignment is most interesting— 
seeing lots of patients and meeting some fine men, our 
own, British, and Canadians. . . . The MSMS Journal 
hasn’t caught up with me yet, but I read the January 
copy in the library—here in England—the other day! 
It was great seeing it.” 

* 


* * 





Motion Pictures for County Medical Societies —A 

generous list of motion pictures on scientific subjects, 

available to county medical societies on a loan basis, 

appeared in the April MSMS Journat, pages 250-252- 

254-256-258. Many of these films are in sound and/or 
‘\ ° 
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SANATORIUM—— 


CONVALESCENT 
HOME FOR 
TUBERCULOSIS 


A MODERN, comfortable sanatorium adequately equipped for all types of medical and 
surgical treatment of tuberculosis. Sanatorium easily reached by way of Michigan 
Highway Number 53 to Corner of Gates St., Romeo, Michigan. 

For Detailed Information Regarding Rates and Admission Apply 
DR. A. M. WEHENKEL, Medical Director, City Offices, Madison 3312-3 


























color; most are available at no cost; and some few in- 
clude complimentary use of projector and lantern-man. 

During wartime when it is increasingly difficult to 
procure speakers for medical meetings, county societies 
will be able to augment their programs by the use of 
interesting and instructive motion pictures on up-to-date 
scientific subjects. 

2 


Your Friends 


Professional Management, Battle Creek, Michigan 
Randolph Surgical Supply Company, Detroit, Michigan 
Frank N. Ruslander, Detroit, ichigan 

S. M. A. Corporation, Chicago, Illinois 

W. B. Saunders Company, Philadelphia, Pennsylvania 
Schering Corporation, Bloomfield, New Jersey 
Scientific Sugars Company, Columbus, Indiana 

Sharp & Dohme, Philadelphia, Pennsylvania 


Smith, Kline & French Laboratories, Philadelphia, Pennsyl- 
vani 


E. R. ‘Squibb & Sons, New York, New York 

The above ten firms were among the exhibitors at 
the 1942 MSMS annual meeting in Grand Rapids and 
helped make possible for your enjoyment one of the 
outstanding state medical meetings in the country. Re- 
member your friends when you have need of equipment, 
medical supplies, appliances or service. 


* * * 


Short “Proof of Disability’ Blank—Under the stress 
of war conditions in the practice of medicine, the bur- 
den of giving adjustment and investigational informa- 
tion to health insurance companies has become more 
time-consuming than appears to be necessary to furnish 
adequate proof of disability. 

The Ingham County Medical Society has adopted a 
“Proof of Disability’ blank which is designed as a 
time-saver for physicians; it specifies that any further 
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information may be obtained by the insurance company 
for a fee of $2.00. At the Michigan State Medical So- 
ciety Convention in 1927, this fee was set as a fair 
charge for the search of records and compiling of in- 
formation for a medical insurance proof of disability. 
The Ingham blank may be procured from MSMS, 2020 
Olds Tower, Lansing. 
x * * _ 


Free Supplement to U.S.P. XII—Notice is hereby 
given to owners of all copies of the U.S.P. XII to 
fill in and mail the post card order which is tipped 
inside the back cover of the U.S.P. XII, and which 
entitles the holder to a copy of the First U.S.P. XII 
Bound Supplement soon to be issued. It was not ex- 
pected that this Supplement would be issued until about 
two and one-half years after the appearance of the 
U.S.P. XII, but changing conditions and wartime de- 
mands have necessitated its immediate publication. The 
Supplement itself will carry a similar order form for a 
Second Bound Supplement, should the latter be required 
before the appearance of the U.S.P. XIII. 

It is expected that the First U.S.P. XII Bound Sup- 
plement will be available within two months and when 
it becomes available immediate shipment will be made 
without further cost to those who mail in their order 
cards as directed. 

* * x 


CONSTITUTION-BY-LAWS’ CHANGES 
CONCERNING DELEGATES 

The 1942 MSMS House of Delegates amended Arti- 
cle 4, Section 3 of the Constitution to include the im- 
mediate past-president of the State Society as a mem- 
ber at large of the House of Delegates, with the right 
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to vote and hold office. In addition, all past-presidents 
now have a right to the floor in the House of Delegates 
accorded to a regular Delegate, but not the right to 
vote. 


In the By-laws, Section 2 was changed so that a 
member must be either an active member—or a Mem- 
ber Emeritus—of the State Society for at least two 
years preceding election as Delegate. 


Section 3 was changed as follows: “Any Delegate- 
elect not present to be seated at the hour of call of the 
first session may be replaced by an accredited Alternate 
next on the list as certified by the Secretary of the 
County Medical Society involved.” 


Finally, Section 7(n) was amended so that ai! resolu- 
tions introduced into the House shall be in triplicate 
(not duplicate). 


FORT CUSTER HOSPITAL CLINIC 


The staff of the Station Hospital, Fort Custer, is 
sponsoring an annual clinic day, known as Fort Custer 
Clinic Day, on Wednesday, June 30, 1943, to which the 
members of the following County Medical Societies have 
been invited: Allegan, Barry, Berrien, Branch, Calhoun, 
Cass, Hillsdale, Ingham, Jackson, Kalamazoo, Kent, Ot- 
tawa, St. Joseph, Van Buren. Due to limited facilities 
for accommodations and gas rationing, it was deter- 


mined to limit the invitation to the physicians in the 
counties listed above, all of whom are within seventy- 
five miles of Fort Custer. 


First GENERAL ASSEMBLY—1 :00 P.M. 
American Red Cross Building, Station Hospital, Fort 
Custer 
Address of Welcome—Colonel Clyde D. Oatman, 
Post Surgeon 
“Pneumonia and Empyema’—Lt. Col. 
Lusk and Lt. Col. Joseph W. Gale 


Medical Section 
Arthritis Clinic 
Allergy Clinic 
Neuropsychiatric Clinic 
“Meningitis at the Station Hospital—Report of 
Twenty-seven Cases’—Capt. John L. Bohan 


Frank B. 


Surgical Section 
Orthopedic Clinic 
Plastic Surgery Lecture 
Varicose Vein Clinic 
Eye Clinic 

SECOND GENERAL ASSEMBLY 


Clinical Pathological Conference 
“Two Cases of Pontine Hemorrhage’—Maj. Joseph 
M. Looney. 


Following the Clinic Day, the visiting physicians have 
been invited to be the guests of the staff of the Station 
Hospital at a barbecue on the shore of Eagle Lake, 
just south of the hospital. 

Lr. Cot. Joun G. Sievin, M.C.. 
Commanding. 
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Tarbonis (reatment for Dermatoses 


An active therapeutic agent for the easy practical 
eczematoid dermatitis, and industrial dermatoses, TARBONIS CREAM is finding rapid acceptance in fac- 


Based on a formula developed in the pharmacy of a famous eastern hospital which was used success- 
fully in that institution for over eight, years, TARBONIS CREAM is stainless, greaseless, clinically non- 


Its composition is Liquor Carbonis Detergens, Lanolin, and Menthol carried in a bland vanishing 
Treatment with TARBONIS CREAM is simple. 
a thorough cleansing of the affected area, TARBONIS CREAM 
is applied and gently massaged into the skin. 
ishing type cream, there is no need to remove, and it will not stain 
bed clothes, etc. 
hours the first day. Results are frequently seen within twenty- 
four to forty-eight hours. 

Many Medical Directors of vital defense plants in Michigan 
have found TARBONIS CREAM a most effective treatment for occu- 
pational dermatoses. 

Marketed exclusively through ethical channels, it is a ready 
answer to time consuming, stubborn cases of skin diseases. 

Use the coupon below for further details. 


THE G. A. INGRAM CO. 


4444 Woodward Ave. 


The G. A. INGRAM CO., 
4444 Woodward Ave., Detroit, Michigan 


Please send me information on TARBONIS CREAM. 


treatment of infantile eczema, seborrheic and 


After 
Since it is a van- 


It should be renewed often—every two to three 


Detroit, Michigan 
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HAY FEVER 
EXTRAORDINARY EFFECTIVE TREATMENT 


for previously non-responsive patients 















Designed for Practical Use by 
ALL Physicians in this Locality 


Today’s most effective treatment of Hay Fever is 
based upon testing with the correct selection of local 
pollens and fungi. Testing technic is simple. It takes 
but a few minutes to run through the Barry selection for 
your locality. A Barry Testing Kit may be obtained for 
your patient containing the specific irritants determined 
by accurate botanical studies and pollen counts. 


TREATMENT: Skin test reactions of the local pollens 
and fungi and a brief history are all that are needed to 
institute a suitable treatment series with Barry products. 
This specialized service permits incorporation of ALL the 
proper irritants in the proportions that will give most 
satisfactory results. Each treatment set is “‘TAILOR- 
MADE” to meet your own patients’ requirements at 
ordinary stock set cost. 














































































































Give your patients the benefit of a scientific treatment 
that is patterned after allergists’ most successful methods. 


WRITE TODAY for your Barry Testing Kit containing 
20 local pollens and fungi. Complete set 50c. 


SPECIAL SERVICE BULLETINS M6 AVAILABLE 






































Barry Allergy Laboratories, Inc. 


9100 KERCHEVAL AT HOLCOMB __CODETROIT, MICH. 
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Acknowledgment of all books received will be made in this 
column and this will be deemed by us as a full compensation 
of those sending them. A selection will be made for review, 
as expedient. 
















































































DeNIKE SANITARIUM, Inc. 


Established 1893 


ACUTE AND CHRONIC 
ALCOHOLISM 
AND DRUG ADDICTION 


— Telephones — 


PLaza 1777-1778 
CAdillac 2670 


626 E. Grand Blvd., Detroit 


A. James DeNike, M.D., Medical Superintendent 
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DISEASES OF THE NOSE, THROAT AND EAR, MED. 
ICAL AND SURGICAL. By William Lincoln Ballenger, 
M.D., F.A.C.S., Late Professor and Head of the Department 
of Otology, Rhinology, and Laryngology, School of Medicine, 
University of Lllinois, Chicago, and Howard Charles Ballen- 
ger, M.D., F.A.C.S., Associate Professor of Otolaryngology, 
Northwestern University, etc. Eighth edition, thoroughly 
revised. Illustrated with 604 engravings and 27 plates, 
Philadelphia: Lea and Febiger, 1943. Price $12.00. 


Ballenger’s text book has now passed through eight 
editions, and has been a popular reference and text 
during many years. Advances in the field of oto- 
rhino-laryngology have been so extensive during the 
past few years that the author has largely rewritten 
the book. He has many new illustrations, and has 
meticulously described and illustrated many of the 
standard operative and treatment procedures, making 
the book an excellent one for study by those entering 
upon the study of the specialty, and also serving as a 
handy and ready reference by others with years of 
experience. The illustrations are good and in sufficient 
number and detail. The chapters on Bronchoscopy 
have been revised and rewritten by Drs. Gabriel Tucker 
and C. L. Jackson, and those on the Labyrinth by Dr. 
Alfred Lewy. 








DISEASES OF THE SKIN. By Oliver S. Ormsby, M.D., 
Rush Professor of Dermatology, University of Illinois, At- 
tending Dermatologist to the Presbyterian Hospital of Chi- 
cago, Member of the American Dermatological Association, 
etc., and Hamilton Montgomery, M.D., M.S., Associate Pro- 
fessor of Dermatology and Syphilology Mayo Foundations 
for Medical Education and Research, Graduate School, Uni- 
versity of Minnesota. Sixth Edition thoroughly revised. 
With 654 figures, containing 723 illustrations and 6 colored 
plates. Philadelphia: Lea and Febiger, 1943. Price $14.00. 
Several introductory chapters are devoted to micro- 

scopic anatomy and physiology of the skin, pathology 

and therapeutic principles. Every conceivable disease of 
the skin is described giving synonyms, definition, symp- 
toms, etiology,. pathological anatomy, diagnosis, treat- 
ment, and prognosis. The discussion is complete with 
sufficient illustrations. 

This is a standard textbook of 1,360 pages well 
printed and bound, and an ever-ready reference. It 


will be valuable to students, practitioners and specialists 


alike. Montgomery has made a significant advance in 
correlating Ormsby’s encyclopedic text with modern 


medieal and pathological knowledge. The considera- 


tion of parasitic infestations is more closely the present 
opinion held by parasitologists than any of the previous 


dermatological texts. 





GYNECOLOGY INCLUDING FEMALE UROLOGY. By 
Lawrence R. Wharton, Ph.B., M.D., Associate in Gynecology, 
the Johns Hopkins Medical School; Assistant Attending 
Gynecologist, The Johns Hopkins Hospital; Consultant in 
Gynecology, The Union Memorial Hospital, Hospital for 
the Women of Maryland, Sinai Hospital and Church Home 
and Infirmary. 444 illustrations; 982 pages. Philadelphia 
and London: W. H. Saunders Company, 1943. Price $10.00. 


This is a new book, very complete, covering the 


main facts about gynecology in one volume. A new 
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feature for a book on disease of women is its included 
section on female urology, a very practical and well- 
illustrated section. Urologic anatomy and diagnosis, 
office and hospital treatment, urologic surgery are in- 
cluded. 


Considerable space, and many accurate illustrations 
are given to accepted gynecological surgical principles 
and operative procedures, standard pelvic surgical pro- 
cedures being presented in detail along with the excel- 
lent drawings and photographs. Dr. Wharton has also 
stressed features that have to do with the maintenance 
of health in women, including the prevention and early 
recognition of gynecologic diseases. Modern endocrine 
therapy is reviewed in its application to gynecology, 
and the sections on tumors of the cervix, uterus and 
ovaries are complete and up to date. 


This book will appeal to the medical student as a 
reference work for its completeness, and will have con- 
siderable appeal to the practitioner who does his own 
pelvic surgery as well as office treatment of diseases 
of women. 





CLINICAL DIAGNOSIS BY LABORATORY METHODS. 
By James Campbell Todd, Ph.D., M.D., and Arthur Hawley 
Sanford, A.M., M.D, Tenth edition, thoroughly revised with 
380 illustrations, 35 in color. Philadelphia and London: 
W. B. Saunders Company, 1943. Cloth, Price $6.00 


The tenth edition is sufficient proof that this book 
has endured the 35 years, since its first publication, 
strictly on its merits. It has become a standard labora- 


LABORATORY APPARATUS 


Coors Porcelain 
Pyrex Glassware 
R. & B. Calibrated Ware 
Chemical Thermometers 
Hydrometers 
Sphygmomanometers 


J. J. Baker & Co., C. P. Chemicals 
Stains and Reagents 
Standard Solutions 








-BIOLOGICALS- 


Serums 
Antitoxins 
Bacterins 


Vaccines 
Media 
Pollens 


We are completely equipped and solicit 
your inquiry for these lines as well as for 
Pharmaceuticals, Chemicals and Supplies, 
Surgical Instruments and Dressings. 


The RUPP & BOWMAN CO. 


319 SUPERIOR ST., TOLEDO, OHIO 
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DEPENDABLE 


LAB ATORY 
So 
to the Medical Profession 


WHEN nothing less than a high degree of 
accuracy in a clinical test or a chemical 
analysis will serve your purpose, you can 
send us your specimens with confidence. 
Pleasant, well-equipped examining rooms 
await your patients. In either the analytical 
or the clinical department of our labora- 
tory, your tests will be handled with the 
thoroughness and exactitude which is our 
undeviating routine. . . Fees are moderate. 


Urine Analysis 

Blood Chemistry 

Hematology 

Special Tests 

Basal Metabolism Poisons 

Serology Court Testimony 
Directors: Joseph A. Wolf and Dorothy E. Wolf 


Parasitology 
Mycology 

Phenol Coefficients 
Bacteriology 








Send for Fee List 


wv 
CENTRAL LABORATORIES 
Clinical and Chemical Research 
312 David Whitney Bldg. + Detroit, Michigan 
Telephones: Cherry 1030 (Res.} Davison 1220 





86c out of each $1.00 gross income 
used for members benefit 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


Accident, Hospital, Sickness 
Pil H 
OM aw? 
For ethical practitioners exclusively 
(57,000 Policies in Force) 


$5,000.00 ACCIDENTAL DEATH For 


$25.00 weekly indemnity, accident and sickness $32.00 
per year 








For 
$64.00 
per year 


$10,000.00 ACCIDENTAL DEATH 
$50.00 weekly indemnity, accident and sickness 





$15,000.00 ACCIDENTAL DEATH For 


$75.00 weekly indemnity, accident and sickness $96.00 
per year 





ALSO HOSPITAL EXPENSE 
FOR MEMBERS, WIVES AND CHILDREN 





41 years under the same management 
$2.418,000.00 INVESTED ASSETS 
$11.350,000.00 PAID FOR CLAIMS 


$200,000 deposited with State of Nebraska for protectton 
of our members. 
Disability need not be incurred in line of duty—benefits 
from the beginning day of_ disability. 
Send for applications, Doctor, to 


400 First National Bank Building Omaha, Nebraska 
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PROFESSIONALPROTECTION 
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PECIALIZE 












In addition to our Professional Liability 
Policy for private practice we tssue a 


specu 
MILITARY POLICY 


to the profession in the Armed Forces 
at a 


REDUCED PREMIUM 


























Cook County 
Graduate School of Medicine 


(In Affiliation with Cook County Hospital) 


Incorporated not for profit 
ANNOUNCES CONTINUOUS COURSES 


SURGERY—Two Weeks’ Intensive Course in Surgical 
Technique starting June 28, July 12, July 26, and 
every two weeks throughout the year. 

MEDICINE—Two Weeks’ Intensive Course starting Oc- 
tober 4, One-month Course in Electrocardiography 
and Heart Disease starting the first of every month, 
except August. Two eeks’ Course in Electro- 
cardiography starting August 2. 

FRACTURES & TRAUMATIC SURGERY—Two 
Weeks’ Intensive Course starting October 18. 

GY NECOLOGY—Two Weeks’ Intensive Course starting 
October 18. One-month Personal Course starting 
August 2. Clinical and Diagnostic Courses. 

OBSTETRICS—Two Weeks’ Intensive Course starting 
October 4. 

OPHTHALMOLOGY—Two Weeks’ Intensive Course 
Starting September 27. Course in Refraction Methods 
October 11. 

OTOLARYNGOLOGY—Two Weeks’ Imtensive Course 
starting September 13. 

ROENTGENOLOGY—Courses in X-ray Interpretation, 
Fluoroscopy, Deep X-ray Therapy every week. 

UROLOGY—Two Weeks’ Course and One-month Course 
available every two weeks. 


CTs Secerr— Ten-day Practical Course every two 
eeks, 


General, Intensive and Special Courses in All Branches 
of Medicine, Surgery and the Specialties. 


TEACHING FACULTY — ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 
Address: Registrar, 427 S. Honore St., Chicago, Ill. 
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tory guide for medical students, 
physicians. 

Revisions and additions have been made notably in 
the chapter on serodiagnosis. At the beginning of this 
chapter a concise practical explanation of the principles 
involved in the various immune reactions employed in 
the serodiagnostic tests for syphilis is given. This is 
followed by detailed outline of the various technical 
procedures, The Mazzini test has been added to the 
list of accepted diagnostic laboratory tests for syphilis. 

Additions have also been made to the chapter on 
clinical chemistry, such as the quantitative determina- 
tions of the sulfonamides and their derivatives in the 
blood; serum amylase; serum phosphatase—method of 
King and Armstrong; the determinations of sodium and 
potassium content of the blood. For the sake of clarity 
it appears that each chemical test should be preceded 
by an explanation of the principles involved, including 
the chemical reaction when feasible. Few students can 
intelligently follow the reasons for the various steps 
involved. Photelometry has been widely accepted and 
recognized. Only brief discussions of photelometric 
methods as applied to clinical chemistry is presented. 
Detailed procedures should be included rather than 
referring the reader to other publications. 

This book should be included in the library of any 
one who is interested in laboratory procedures and 
diagnosis. 


technologists and 





but her nystagmus persisted. The recovery made us 
suspicious and our suspicions were confirmed about one 
year later when she returned with identical symptoms 
referable to the other ear, but no infection preceded 
this attack. 


Conclusion 


Vertigo is a symptom often difficult to distin- 
guish from dizziness, and the cause may be only 
elicited after a thorough history and examination. 
In a majority of cases, lesions in the middle or 
inner ear are the cause of the vertigo, and it thus 
becomes a problem of the otologist to diagnose 
and treat this symptom. 
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One of the many reasons physicians like 
Petrogalar is that it helps to make “‘Habit 
Time” second nature with patients. 


An aqueous suspension of mineral oil, 
Petrogalar brings effective, yet gentle 
relief. How? By adding unabsorbable 
fluid in the colon, Petrogalar brings 
about comfortable elimination with no 
straining . . . no discomfort. Further- 
more, Petrogalar supplies moisture .. . 
retains moisture . . . counteracts exces- 
sive dehydration. 
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Supplied in 5 Types 


Petrogalar Laboratories, Inc. 


Chicago, Illinois 


CICERO: De finibus, V. c. 50 B.C. 


Miscibility and even dissemination are 
assured by the fine division of suspended 
oil globules. 


Petrogalar is also pleasant to take. It 
may be thinned with water, milk or fruit 
juices. 

Five types offer a choice in treating a 
wide range of conditions. 


Try Petrogalar on your next group of 


patients. 


*Reg. U.S. Pat. Off. Petrogalar is an aqueous suspension 
of pure mineral oil. Each 100 cc. of which contains 65 cc. 
pure mineral oil suspended in a flavored aqueous gel. 
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BACKGROUND 


Three Decades of Clinical Experience 


HE use of cow’s milk, water and carbohydrate mixtures 

represents the one system of infant feeding that consist- 
ently, for three decades, has received universal pediatric 
recognition. No carbohydrate employed in this system of 
infant feeding enjoys so rich and enduring a background 
of authoritative clinical experience as Dextri-Maltose. 


DEXTRI-MALTOSE No. 1 (with 2% sodium chloride), for normal babies. 

DEXTRI-MALTOSE No. 2 (plain, salt free), permits salt modifications by the phy- 
sician. 

DEXTRI-MALTOSE No. 3 (with 3% potassium bicarbonate), for constipated babies. 


These products are hypo-allergenic. 


DEXTRI-MALTOSE 


Please enclose professional card when requesting samples of Mead Johnson products to codperate in preventing their 
Mead Johnson & Company, Evansville, Ind., U. S. A. 
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